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Editorial. 


Ir is with great regret that we make the announcement of the 
retirement of Mr. Alban Doran from the Editorship of this JourNat. 
When the project of founding the Journat was first considered ‘t 
appeared to the promoters that no one could be better fitted by 
ability, experience and literary aptitude than Mr. Doran for the 
difficult and responsible post of Editor. The unqualified success 
which has been achieved during the past two years is the best possible 
proof of the wisdom of the selection, and all who have been concerned 
with Mr. Doran in the editorial work will realise how much of this 
success is due to his services. His wide knowledge of the literature 
of his subject and his linguistic attainments are well known among 
his confréres and they have certainly proved of the greatest service 
in the management of the Journat. It will be a source of general 
satisfaction that, as Mr. Doran retains his seat upon the Editorial 
Committee, the benefit of his counsel will not be withdrawn from the 
management of the Journat in the future. 

The present Editor is well aware of the fact that in entering upon 
Mr. Doran’s labours he takes up an easier task than that which 


first confronted his predecessor, for while the difficulties of launching 
9 
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a journalistic enterprise of this kind are considerable they diminish 
rapidly as momentum is gained. The work published by the 
JouRNAL during the past two years, both theoretical and practical, 
has been of a high degree of excellence, and reflects the greatest 
credit upon the ability and industry of the contributors, and the 
judgment of the editorial staff. In offering a much-needed channel 
of publicity the Journat has undoubtedly proved a stimulus to 
original work of all kinds, and as such it is hoped to maintain it. 
The hospitality of our columns will invariably be open to all workers 
in the field of Obstetrics and Gynecology who have anything to add 
to the ever-changing edifice of current knowledge and experience, 
and all such work will be met in a spirit of appreciation and 
sympathy. The present Editor will confidently rely upon the 


continued assistance of both subscribers and contributors in 


endeavouring to make the Journat worthy of the position it has 
achieved at home and abroad, and worthy of the admirable work now 


being done in Obstetrics and Gynecology by British observers in all 


parts of the Empire. 
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Fibromyoma of the Intra-Abdominal Portion of the 
Round Ligament of the Uterus.* 


By Hersert R. Spencer, M.D., B.S. (Lond.), F.R.C.P., Professor 
of Midwifery and Obstetric Medicine in University College, 
London; Obstetric Physician to University College Hospital. 


The writer records a case of fibro-myoma of the intra-abdominal portion of the round 
ligament weighing six pounds, removed by abdominal myomectomy from a virgin 
24 years old, who remains well after five years. He also gives a short account of the 
thirteen cases previously published. 

A consideration of the facts furnished by these fourteen cases shows that fibroids 
in this situation occur usually in women over forty, the writer’s case being the 
youngest (twenty-four) and Winckel’s the oldest (seventy-six). 

The tumours are more frequent on the right side than on the left (nine to five) : 
in one case they were found in both ligaments, in another two tumours existed on 
one ligament. 

They may occur in virgins; they do not tend to prevent pregnancy or to cause 
abortion. They do not influence menstruation, menorrhagia and dysmenorrhea when 
present being due to uterine fibroids, which are associated in half the cases. 

The tumours are subject to lymphangiectasis and to myxomatous and calcareous 
degeneration, and may cause trouble after the menopause. 

They vary in size (from that of a nut to twelve kilogrammes), and may be 
pedunculated or sessile, intra-peritoneal or sub-peritoneal. 

The pedicle may be the ligament itself, which is hypertrophied, or there may be 
a separate pedicle attaching the tumour to the ligament. Torsion of the pedicle may 
occur. 

Special symptoms due to the tumour are often not marked; abdominal pain and 
stiffness, pain on walking, sacral pains, intestinal pains, and pressure on the bladder 
have been met with. In the writer’s case the superficial abdominal reflex was much 
increased on the side of the tumour. Ascites is absent. The tumours, which vary 
in consistence, closely simulate ovarian, uterine, and broad-ligament growths. 

The tumours should be removed as soon as they cause symptoms or attain a 
considerable size. The pedicle should be carefully tied, and, when possible, the 
ends of the ligament should be united. If a sac be left after enucleation it should 
be closed by suture or drained. 

Two cases died (of eleven operated on), i.e., 18°18 per cent.; but the fatal cases 
occurred twenty years ago. 


Tumours of the round ligament are rare, and the cases which have 
hitherto been recorded have been mostly extra-abdominal, arising in 
the termination of the ligament in the labium majus; a very few 
also have occurred in the inguinal canal. With regard to these 
extra-abdominal cases, it may be said that, at an operation for the 
removal of the tumour, there may sometimes exist a doubt as to 
whether the tumour is actually situated in the round ligament itself 
or in the adjacent structures, a doubt which could only be definitely 


* Read at a meeting of the Obstetrical Society of London, January 6th, 1904. 
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settled by an extensive dissection which is impracticable in the living 
patient. I have removed a fibromyoma from the inguinal canal, 
which I believe originated in the round ligament. The tumour, of 
the size of a small walnut, occurred in the right inguinal canal, was 
removed through a small incision which healed by first intention, and 
proved to be a fibromyoma on microscopic examination. 

Tumours of the round ligament have mainly proved to be of a 
fibroid nature; but Brainerd has recorded a case of cyst; Reboul a 
cystic fibromyoma; E. Wilte a fibrolipoma; Cullen and Bluhm cases 
of adenomyoma; Gottschalk and Schramm cases of hematoma; 
A. Martin a case of abscess; Hausemann a case of sarcoma; Frigyesi 
a fibrosarcoma; Walter a case of stone; and Fischer a dermoid. 

The commoner extra-abdominal tumours will only incidentally 
be referred to in this paper as they offer fewer points of interest to 
gynecologists than the intra-abdominal tumours, which closely 
simulate growths of the uterus, broad ligament and ovary. 

Of fibroids of the intra-abdominal portion of the round ligament I 
have found records of thirteen cases, all observed since 1875, the first 
having been described by the late Dr. Matthews Duncan in the 
Edinburgh Journal of Medical Science for 1875-76. The rarity of 
these tumours has prompted me to give notes of the following case, 
together with a brief description and review of the cases previously 
published : — 

C. M., single, aged 24 years, having been born on December 8th, 
1873, was sent to me on January 3rd, 1898, by Mr. J. M. Biggs 
complaining of a swelling in the abdomen for three months, and 
pain there for a year. Menstruation began at 14, and was always 
regular, lasting from five to six days, and being moderate in amount. 
The amount of the discharge had been rather less during the last 
year. There had always been pain at the periods. The patient’s 
father died, when between 20 and 30 years of age, of consumption; 
her mother and her only two sisters and only three brothers were 
alive and well. There was no history of tumour in the family. 
Twelve months ago the patient had some pain in the right side of 
the abdomen above the iliac crest; this was thought to be due to 
indigestion. There was at that time some stiffness in walking. 
Three months ago she first noticed a slight swelling of the abdomen, 
but did not pay much attention to it. She was surprised when told 
by her medical attendant that she had a tumour. The patient was 
admitted to University College Hospital, and looked in good health. 
The breasts were well developed. The heart and lungs were healthy. 
The abdomen was distended as by the uterus at the eighth month of 
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gestation; the umbilicus was rather prominent. The superficial 
abdominal reflex was much more marked on the right side than on 
the left. The distension was due to a tumour reaching up for 
91 inches above the pubes, most prominent 2} inches above the 
umbilicus. The abdominal girth was 30 inches (153 inches on the 
right side, 143 inches on the left). The distance of the umbilicus 
from the right anterior superior iliac spine was 6 inches, from the 
left spine 6} inches. The tumour was ovoid in shape, of slightly 
uneven surface, the larger end upwards, the lower end somewhat 
to the left of the middle line. It was of firmish consistence, but 
appeared to fluctuate, and gave a superficial and deep thrill to 
palpation-percussion. The hymen was intact. The cervix could be 
felt a little to the right side of and behind the lower end of the 
tumour. The uterus was not enlarged apparently,* though the body 
itself could not be felt, but the tumour could be felt on the left and 
in front of the uterus apparently distinct from it (see Figs. 1 and 2). 
It was diagnosed as a multilocular cystic tumour of the ovary. 
The patient menstruated on the 11th to the 14th of June, and had 
some pain. The tumour was removed by me by abdominal 
myomectomy on June 16th, 1898. An incision six inches in length 
was made a little to the left of the middle line. The abdominal wall 
was very vascular. On opening the peritoneum it was found that 
the upper part of the tumour was covered by that membrane, having 
lifted up the anterior layer of the broad ligament so that the reflexion 
from the abdominal wall was about four inches above the pubes. 
The very vascular peritoneum over the tumour was incised 
transversely, the cut vessels ligated and the tumour enucleated 
without difficulty. In doing this several fine strands of fibrous tissue 
were torn across and the tumour was found to be attached to the 
uterus by a pedicle about an inch in length and as thick as a lead 
pencil, which was the round ligament, situated symmetrically with 
the left round ligament, but much thicker. A silk pedicle-ligature 
was placed through the base of the right round ligament and adjacent 
part of the broad ligament, and tied in two portions, but, as some 
oozing occurred, it was necessary to apply a second ligature which 
effectually controlled the hemorrhage from the pedicle. There was 
still some oozing from the capsule from which the tumour had been 
enucleated which did not cease on sponge pressure. A strip of 
iodoform gauze was therefore inserted. The wound was then closed 
by silkworm gut through-stitches and silk fascia-sutures, except the 


*It was, in fact, not enlarged. 
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lower inch through which the gauze projected. The operation lasted 
75 minutes. The tumour weighed 6lbs. and measured 8in. x 6in. x din. 
To the naked eye and to microscopic examination it has the typical 
structure of a fibromyoma. The pedicle is represented on the 
specimen by a tag of tissue only, as it was found necessary to cut the 
pedicle close to the tumour to avoid slipping of the ligature. The 
gauze was removed on the third day. The wound healed by first 
intention, except the gauze track which had completely healed by 
July 5th. On that day there was no tenderness anywhere, and the 
superficial abdominal reflex was distinctly more marked on the left 
side than on the right. 

On July 9th the uterus was freely movable. Per vaginam a little 
nodule as big as the tip of the forefinger could be felt at the site of 
the stump; this nodule moved with the uterus and there was no 
induration of the tissues around. The highest temperature after the 
operation was 101°2° on June 17th and 100° on the 18th and 19th. 
It returned to normal on June 23rd, and remained practically normal 
till the patient’s discharge. The highest frequency of pulse was 96 
till June 24th, and 80 after. 

On July 10th the patient left the hospital quite well. I saw her 
on March 5th, 1899. She had been very well since the operation, 
but had had a little pain on and off in the right side if she walked 
further than usual or rode in an omnibus. She was regular, though 
she missed two periods in September and October following the 
operation. The uterus appeared quite normal and freely movable. 
The scar was quite sound. 

I heard from Mr. Biggs on April 24th, 1901, that the patient 
continued well, but that she occasionally had neuralgic pains in the 
right side when tired; the scar was sound and menstruation regular. 
The patient continued well in October, 1903. 


I now give an account of the thirteen cases already published : — 


Casz1. (J. Matthews Duncan) Edin. Journ. of Med. Science, 1875-1876, 
iii., 846. Dr. Matthews Duncan exhibited a specimen of fibrous tumour of 
the round ligament. The tumour was of about the size and shape of a 
hen’s egg. It lay quite free in front of the broad ligament. The right 
round ligament could be traced to its surface where it ended in the 
capsule. Its pedicle was small, thick, about a quarter of an inch broad. 
The structure of the tumour was that of a dense fibroid with numerous 
cretaceous portions near its centre and having a fibrous capsule from the 
round ligament. Dr. Duncan remarked that practically such a tumour 
was interesting, as it might be mistaken for the ovary if felt during life. 
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Casz 11. (Leopold) Archiv fiir Gyndkol., 1880, Bd. xvi., Ht. 3, p. 402. 
Mrs. M., aged 43, small and thin, had had two children, the last 14 years 
before. There was no history of traumatism. She first noticed the tumour 
shortly after the last labour; in a short time it attained the size of a fist, 
then remained stationary ; now and again it caused a certain amount of 
pain. After a few years it appeared to diminish, and gave rise to no 
pain. In 1879 the tumour rapidly increased in size and painfulness. The 
“ facies ovarica” of Spencer Wells was well marked. The lower abdomen, 
especially on the right side, was filled, even to the small pelvis, with a 
half-solid, half-cystic tumour in which were small and large fluctuating 
cavities. Menstruation was scanty, but fairly regular. The abdomen was 
filled, especially on the right side, by a firm mass as big as a full-term 
uterus, rising up to a point 8cm. above the navel and passing on either 
side beyond the mammillary line. The thin walls allowed easy palpation 
of the tumour. Fluctuation was clear in places. The tumour could be 
moved a little upwards and laterally. Multilocular ovarian cystoma was 
diagnosed. An exploratory operation was performed, but the tumour was 
not removed, apparently owing to fear of hemorrhage in separating the 
tumour. The patient died of “collapse” on the third day. At the 
necropsy peritonitis was found over the parts of the tumour lying under 
the linea alba. There were several strong adhesions to omentum and 
intestine. The ovaries were flattened, atrophic and unconnected with the 
tumour. The tumour had the round ligament as a pedicle, which might 
easily have been tied. It weighed 12 kilogrammes. The cysts contained a 
thickish yellowish-brown fluid, and were lined with epithelium. Leopold 
styles the tumour “ myoma lymphangiectodes.” 

Casz 11. (Winckel) Path. der Weibl. Sex. Organe Lief., viii., 1881, 
p. 219. The patient, aged 76, had several children. There was a tumour 
in each round ligament of the size of a filbert. The central end of the 
tumour was in each case 2cm. from the point of insertion of the round 
ligament. The microscope showed the tumours to be leiomyomata. 

Casz iv. (Kleinwiachter) Zetts. fiir Geburts. und Gyndkol., 1882, viii., 
pp. 181—186. The patient, aged 44, had had five children. The tumour 
appeared a year ago as a result(?) of a blow on the abdomen, and 
developed slowly and progressively. The increase was greater at the 
periods. There was slight pain occasionally. The tumour was mobile, 
filled the pelvis and was situated in front of the uterus. When one tried 
to raise it pain was caused in the position of Poupart’s ligament. The 
uterus, immobile, was pushed to the right and behind the tumour. The 
left ovary was behind the tumour. Solid tumour of the right ovary was 
diagnosed. At the operation there were numerous adhesions to the 
parietal peritoneum and the great omentum. The pedicle was clamped 





124 Journal of Obstetrics and Gynecology 


and the abdomen drained. Secondary hemorrhage occurred, and the 
patient died of septic peritonitis on the third day. At 24 centimetres 
from the origin of the round ligament was found a pedicle 14cm. long, 
as thick as a pencil and terminating at its inferior extremity in the round 
ligament. It was a fibroma of the round ligament, and weighed 
1,750 grammes. 

Casz v. (E. Hasenbalg) Zetts. fiir Geburts. und Gyndkol., 1892, Bd., 
xxiii., p. 54. The patient, a virgin, 58 years old, had suffered as a girl 
from chlorosis. Menstruation began at 16, was at first scanty, irregular 
and painless. Slight hemorrhage occurred in her 30th year; then 
menstruation became normal, every four weeks. The menopause occurred 
three years ago. For four or five years severe pain had occurred in the 
left lower abdominal] region, and had increased for the last six months. 
A round hard tumour of the size of a goose’s egg could be felt in the left 
lower abdomen reaching as high as the anterior superior iliac spine. The 
uterus was small, atrophic, movable. The diagnosis was “ solid tumour of 
the left ovary.” It was removed by ligature of the pedicle and suture 
of the space (the broad ligament) from which it was enucleated. Union 
took place by first intention. Although this tumour was in the broad 
ligament it appears to have been a tumour of the round ligament. 

Casz vi. (P. Delbet and P. Héresco) Révue de Chirurgie, 1896, p. 607. 
The patient was 48 years old, the mother of two children, and had always 
had good health. The menses had always been regular, but scanty. In 
1891 she accidentally noticed on turning in bed that the abdomen was 
large and had an unusual appearance. There was no pain. The increase 
in volume was slow. In 1893 stifling sensations supervened, which 
obliged the patient to leave off her corset, especially after meals. The 
abdomen (by its weight) began to give her inconvenience in 1894. Walking 
was painful. The tumour increased with much greater rapidity, and the 
general condition was altered. There was considerable loss of flesh and 
strength. In 1895 the tumour caused difficulty in stooping and rising 
and in lying on the back unless the knees were bent. Menstruation became 
irregular (the patient was near the menopause). For some time she had 
experienced pain in the right side. She was extremely thin, while the 
abdomen was enormously distended by the tumour, which gave the 
impression on inspection of a large ovarian cyst. But palpation showed 
that the tumour was solid, though some parts were softer than others. 
There was no ascites. The tumour descended into the small pelvis, forming 
a prominence to the right side and backwards. The diagnosis was a 
“solid tumour of the right ovary.” The tumour was removed by 
enucleation. The pedicle was tied by chain ligature which slipped; a 
continuous suture was then applied. Some serous cysts were also removed 
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and with them the right ovary and tubes. Apparently no drainage was 
employed. The lower part of the wound opened on the 21st day and clots 
and serum escaped and a fistula was left. The patient recovered. The 
tumour weighed 10lbs. and was a fibromyoma with some myxomatous 
degeneration. 

Casz vir. (C. Martin) British Gynecol. Journ., 1898. Vol. xiv., p. 347. 
The patient, aged 44, was seen on October Ist, 1897, for a rapidly growing 
abdominal tumour. Menstruation was regular every three weeks, lasting 
five days, and was very profuse and painful. The pelvis was found blocked 
with a large myoma. In addition there was a globular mass as big as a 
melon in the umbilical region, freely movable, but tethered to the uterus. 
At the operation the mobile mass was found to be a myoma of the round 
ligament very adherent to the bowel. Mr. Martin removed it, and then 
removed the myomatous uterus by panhysterectomy. The patient recovered. 
The myoma of the round ligament weighed 13lb. and the myomatous uterus 
22lbs. 

Case vit. (André Claisse) Bulletin et Mém. de la Soc. Anat. de Paris, 
1900, p. 21. The patient, aged 31, complained of metrorrhagia and pains 
for several months; at the same time a tumour, manifestly uterine, 
developed and became very large. Dr. Paul Segond, having diagnosed 
uterine fibroids, performed total abdominal hysterectomy. The uterus 
contained a large number of myomata, some interstitial, others sub- 
peritoneal, sessile and pedunculated ; they had a softish consistence, but 
presented no peculiar features. The total weight of the mass removed 
was 2,900 grammes. The left round ligament had a little tumour in it; 
it was absolutely independent of the uterus, separated from the point of 
implantation of the ligament by a distance of 12mm. It was situated 
in the free upper border of the ligament with a base of implantation eleven 
millimetres long; it had a spheroidal form, a smooth rosy surface, a 
firmish consistence and measured 10 to 11mm. in diameter. On section 
the usual white aspect of fibromyomata was seen. The periphery was 
formed by a very thin shell, a little deeper in colour, continuous with the 
ligament, which opened out slightly so as to form a sort of cupola to the 
tumour. 

Case 1x. (Gustav Prang) /naugural Dissertation, Kénigsberg, 1900. 
The patient was 47 years old. Menstruation began at 21 and was 
irregular (intervals three weeks to two months), lasting eight days, and 
painless. In the first year it was free, but less abundant later. Married 
at 21, she had five normal labours, the first at 23, and the last at 32. The 
puerperium was always normal except on the last occasion when she had 
eight days’ fever. For 20 years she had suffered from an inguinal hernia, 
and for 10 years she had had sacral pains which of late extended to the 
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feet. About a year ago she noticed swelling of the abdomen, and about 
six months ago a hard resistance in the lower abdomen. This was painful 
to pressure, the pain spreading to the sacral and epigastric regions. 
On palpation was found on the right side of the abdomen a hard tumour 
as large as a man’s head, freely movable, and by its side (“‘ daneben”’) the 
uterus sinistroverted. The left ovary was felt of normal size and mobility, 
and the uterus could be dissected from the tumour. The right external 
abdominal ring could be well felt; in front of it lay a tumour of the size 
of an apple which could be pushed fairly easily into the canal. Percussion 
note dull. To the large tumour was attached a smaller one by a thin 
pedicle. Diagnosis: Tumour of the right ovary; slight inguinal hernia. 
The tumour was removed by abdominal section and enucleation. The 
pedicle was of the size of a small lead pencil. The large tumour sent a 
prolongation into the inguinal canal which simulated a hernia. The 
tumour was adherent to the right side of the abdominal wall by broad 
vascular adhesions. The ligament could not be separated from the tumour. 
The hinder part of the tumour was not covered with peritoneum, but that 
towards the right inguinal canal was. The cavity from which the tumour 
was enucleated was closed with continuous catgut stitches. There was a 
myoma of the size of an apple in the fundus uteri. Microscopically, the 
tumour was a fibromyoma. The patient recovered well. 

Case x. (G. Baermann) Central. fiir Gyndékol., 1901, p. 1280, and 
Inaug. Dissertation, Miinchen, 1901. The patient, 52 years old, who had 
had two children and an abortion, began to mensiruate at 19 years, at 
first every three months, later every 5—7 weeks. A year ago she noticed 
a protrusion of the right abdominal region. Examination showed a right- 
sided tumour of about the size of a man’s head, fairly movable and firm; 
to the left of this lay the uterus of about the size of the fist. On moving 
the tumour the uterus was moved, but the tumour and uterus were distinct. 
The diagnosis was pedunculated subserous uterine myoma or solid ovarian 
tumour. At the operation it was found that the tumour sprang from the 
right round ligament. It weighed 1300 grammes. Microscopically it was 
a fibromyoma with myxomatous degeneration. The patient recovered. 

Case x1. (Michaux) Bulletin et Mém. de la soc. de Chir. de Paris, 1901, 
p- 165. The patient was 50 years old. The tumour was removed by 
operation. There was a second fibroid of the size of a nut in the round 
ligament and the uterus itself contained a fibroid of the size of an orange. 
The right tube and ovary were intact and distinct from the tumour. The 
tumour rose above the umbilicus nearly to the left hypochondrium. The 
pedicle (as thick as the thumb) was twisted. The tumour in consequence 
was inflamed, its peritoneum thickened and adherent—above to the 
mesentery and loops of small intestine, below to the sigmoid flexure and 
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appendices epiploice. The operation was easy. The result is not given, 
the operation having been done on the day when the specimen was 
exhibited. The tumour was probably right-sided. 

Case xu. (J. A. Amann, jun.) Monats. fiir Geburts. und Gyndkol., 1901, 
p. 772. The patient was 41 years old, a virgin. For a year she had had 
tenesmus-like pains in the intestine and pressure on the bladder and 
occasionally stomachache. Menstruation was regular and quite painless. 
There was an irregular tumour reaching up to the navel. The uterus was 
enlarged by fibroids to the size of a fist. To the right of the uterus was 
a large rounded tumour connected with the uterine wall by a slender bridge 
only. Total abdominal hysterectomy was performed. The patient 
recovered. Myxomatous degeneration had occurred in parts of the tumour. 

Casz xu. (Oscar Nebesky) Monats. fiir Geburts. und Gyndkol., 1903, 
p. 443. The patient, aged 43, had had four children and two abortions. 
Menstruation was regular, lasting one to four days, slight in amount. A 
year ago there was metrorrhagia which ceased on the removal of two 
polypi (? fibroid) from the uterus. There had been pain and pressure on 
micturition for two months, also slight pricking pain in the left lower 
abdomen. On the left side above the pubes was felt a firm knobby tumour 
somewhat movable; bimanually it could be separated from the retroflexed 
uterus, but was fixed to the side of the uterus by a palpable pedicle. The 
diagnosis was subserous uterine myoma. On opening the abdomen 
an elastic firm tumour of the size of a fist was found growing from the left 
round ligament 24cm. from its uterine end. It was completely intra- 
ligamentary. The pedicle was tied in two places and cut, the tumour 
enucleated, the bed of the tumour closed with a few sutures and the 
abdomen closed in three stages. The patient was discharged well on the 
23rd day. 


The age of the patients is given in thirteen cases—my own case 
is the youngest, 24; Claisse’s case was only 31; of the others seven 
were over 40; three over 50; and Winckel’s was 76. It would appear 
then that fibroids of the intra-abdominal portion of the round 
ligament, like those of the uterus, mostly occur in women over 
40 years old, though their occurrence in young women under 25 
does not appear to be relatively so rare as it is in the uterus. 
Sanger has published a case of tumour in the extra-peritoneal 
portion in a woman of 22, and Fischer one in a woman of 24. 
Sanger quotes Nicolaysen as having observed tumours in the extra- 
peritoneal portion of both round ligaments of a girl 4} years old, 
who also had a double hydrocele of the processus vaginalis. The 
tumours in this young child were described as resembling flat beans, 
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and Sanger playfully observes that perhaps they would bear fruit, 
especially as a truss was ordered. From Singer’s description it 
appears doubtful whether they were tumours at all, and there is no 
evidence that they were fibroids. The original communication is 
in Norwegian, and I have not been able to read it. 

The tumours occurred nine times on the right side and five times 
on the left (one patient having both ligaments affected). The greater 
frequency with which the right ligament is affected is noteworthy, 
and is also met with in the extra-peritoneal cases. I am unable to 
suggest the cause. Seven of the patients had had children, two had 
also miscarried; one patient was single, and three were virgins. 
The statement of Delbet and Heéresco that all the tumours had 
developed in multipare is therefore no longer true. In three cases 
there is no information as to pregnancy, but all the patients married 
appear to have borne children, so that we may conclude that tumours 
in this situation do not tend to prevent pregnancy or to cause 
abortion. The tumours do not seem to influence menstruation. In 
Cases iv. and v. it was normal, in Case 1i. scanty, in Case x. irregular 
but painless, in Case xiv. painful. Although metrorrhagia and 
painful menstruation are mentioned, in several of the other cases 
those symptoms appear to be due to the co-existence of uterine 
fibroids, which were present in no less than seven of the fourteen 
cases. Kleinwichter’s case is said to have increased in size at the 
periods. 

The Tumour. In all the cases the tumour was a fibroid. In 
Leopold’s case lymphangiectasis had occurred; in Delbet and 
Héresco’s and in Baermann’s case mucous degeneration; in Matthews 
Duncan’s calcareous degeneration. In none of the cases were true 
cysts found such as described by Cullen and Bluhm in extra- 
peritoneal cases. The tumour may be pedunculated or sessile and be 
freely covered with peritoneum or raise up the anterior layer of the 
broad ligament. In size it varies from that of a nut (Claisse and 
Michaux’s cases) or hen’s egg (Matthews Duncan’s case) to 6lbs. (as 
in my own case), 10lbs. (Delbet and Héresco’s case), or even 
12 kilogrammes (Leopold’s case). Two tumours were found in the 
same ligament by Michaux. The pedicle (which is usually the 
ligament itself) was found in my case, and in Cases i., iv., ix. to 
be of the size of a lead pencil, being therefore hypertrophied. In 
Michaux’s case it was twisted and as thick as a thumb. 

Symptoms. It is difficult to estimate the symptoms, inasmuch as 
more than half the cases were complicated by uterine fibroids. As 
shown above, menstruation does not appear to be directly affected. 
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Besides the general discomfort the tumour when large appears to 
cause local pain and stiffness and pain on walking, and sacral and 
intestinal pain and pressure on the bladder. In my own case the 
symptoms were not marked. Hasenbalg’s case shows that trouble 
does not always cease at the menopause. The consistence is some- 
times stated to be hard, firm or firmish. In other cases the softness 
of the tumour in places was due to myxomatous degeneration or 
dilated lymphatics. In others the tumour was elastic and even 
fluctuating although solid, a condition not uncommon in uterine 
fibroids. 

The relative positions of the tumour and uterus are not very fully 
given in most cases. It would appear from the published notes that 
the uterus is usually pushed to the opposite side. The tumour is 
of course in front of the uterus and gives the uterus a tilt not easy 
to describe in words. The accompanying diagram made from 
sketches taken just before and after the operation shows the relations 


in my case. 
Wis 


a 





SS 


The line drawn across the tumour represents the level of reflection 
of peritoneum. 
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In no case is there mention of the presence of ascites, which 
is so common in ovarian fibroids. The case of “ fibrosarcoma ” 
published by Frigyesi* had from 8 to 10 litres of ascitic fluid. In 
this case the evidence of sarcoma is not given; it may possibly have 
been a case of fibroid. It is to be hoped that a full account of the 
microscopic appearances and of the after-history in this case will be 
published as the presence of ascites, if the condition were not 
malignant, would be of great interest. 


f 


vores 


The increased abdominal reflex met with on the side of the 
tumour in my case before operation and the diminution after 
operation may have been merely accidental, but I note it that other 
observations may be made on the point. Matthews Duncan in 
exhibiting the first specimen, in 1876, pointed out that a tumour 
in this situation might easily be mistaken for an ovarian tumour, 
and in fact this mistake has been made in all the cases in which 
a diagnosis was made except when it was mistaken for a uterine 
fibroid. The tumour is always in front of the uterus and more or less 
to one side; the position in front of the uterus is rare in ovarian 
tumours except in certain dermoids, and then the tumour is usually 
more movable than the round-ligament fibroid. When the consist- 
ence is hard it may be mistaken for a sessile uterine fibroid, from 


* Centralbl. fiir Gyndkol., 1902, p. 830. 
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which the absence of enlargement of the uterus or of its union with 
. the tumour would help to distinguish it; or for a pedunculated 
uterine fibroid, which would usually be more movable and be 
associated with enlargement of the uterus. A fibroid of (or in) the 
broad ligament sometimes occupies the same situation as a fibroid 
of the intra-peritoneal portion of the round ligament, and it would 
be impossible to distinguish the two conditions until an operation 
showed that the round ligament formed the pedicle. It might be 
mistaken for an ovarian fibroid (though these are rarely in front of 
the uterus) from which its limited mobility, the presence of the 
ovary on the same side and the absence of ascites (see Frigyesi’s* case 
of fibrosarcoma) will help to distinguish it. But in some cases where 
fluctuation is present the diagnosis from ovarian cyst is very difficult, 
the important points to bear in mind being the presence of the 
tumour in front of and to one side of the uterus which is not enlarged 
(unless uterine fibroids be also present), and the presence of the 
ovary on the same side; this will best be made out by drawing down 
the cervix while the posterior surface of the broad ligament is 
examined per rectum. 

In view of the tendency to degeneration and the danger of the 
operation in the case of large tumours, fibroids of the intra-abdominal 
portion of the round ligament should be removed as soon as they 
cause symptoms or attain any considerable size. If the tumour be 
pedunculated and free the operation will be very simple. But if, as 
is usually the case, the tumour burrow beneath the peritoneum, it 
may entail a very extensive enucleation which will leave a large sac 
very liable to free oozing on account of the vascularity of the parts; 
such sacs it will be generally wise to drain with gauze. Care should 
be taken to securely tie the round ligament artery, which, like the 
ligament itself, is hypertrophied in these cases. If both ends of the 


ligament can be identified it is advisable where possible to stitch 
them together. 


In the cases recorded particulars are given of the results of 
operation in eleven cases; of these two died=18'18 per cent. The 
two fatal cases occurred twenty years ago. The operation is probably 


a very safe one if the pedicle be securely tied and the sac obliterated 
by suture or drained. 


* Centralbl. fiir Gyndkol., 1902, p. 830. 
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Author. 


Age, 
No. of 
ch., 
No. of 
ab. 


Tumour 
first 
noticed. 


Chief symptoms. 


Consistence, 





Mathews Duncan, 
‘Edin. J. of M. 
Science,’ 1875-6, 
ill, p. 846 
Leopold, ‘Archiv fiir 
Gyn.,’ xvi, 1880, 
p. 402 


Winckel, ‘Path. 
der weiblich. sex. 
Organe,’ 1881, 
Lief. viii, p. 219 


Kleinwachter, ‘Zeit- 
schr. fiir Geb. und 
Gyn.,’ 1882, viii, 
p. 181 


E. Hasenbalg, ‘Zeit- 
schr. fiir Geb. und 
Gyn.,’ 1892, Bd. 
Xxili, Pp. 54 


Delbet and Heresco, 
‘Rev. de Chirurgie,’ 
1896, p. 607 


C. Martin, “Brat. 
Gyn. J.,’ iv, 1898, 
P- 347 


André Claisse, ‘ Bulle- 
tins et Mémoires 
de la Soc. Anat. 
de Paris,’ Jan. 1900, 
p. 21 


76. 
Seve- 
ral ch. 


44. 
Single 











After 
labour 
14 years 
ago 


A year 
after 
blow on 
lower 
abdo- 
men 


. 17 months 


ago 


4 years 
ago 


Several 
months 
ago 


“Facies ovarica.” Tumour, 
after remaining stationary 
or even diminishing for 
years, increased rapidly. 
Menses scanty 


(Fibroid in posterior uterine 
wall) 


Slight pains; pains at Pou- 
part’s ligament on raising 
tumour, which was mov- 
able and increased in size 
at periods. Menstruation 
normal 


Menstruation normal; meno- 
pause 3 years ago. Pain 
left lower abdomen for 
4 Or 5 years; worse for 
7 months 


Menstruation regular, small 
in amount. No pain or 
othersymptoms till tumour 
large,when stifling feelings, 
painful walking, and wast- 
ing occurred, also irregular 
menstruation 


Menstruation irregular, 
profuse, painful (uterine 
fibroids present) 


Metrorrhagia and pains for 
several months (due to 
uterine fibroids) 








Dense fibroid 
with 
cretaceous 
portions 
Fluctuation 
in places 


Firm and | 
hard, but 
indistinct _ 
fluctuation | 
at front and | 
outer part | 


Quite hard | 


| 
| 


Firm and 
elastic ; 
certain spots 
a little softer 
(it was 
tapped with- 
out result 
during 
operation) 


Firmish 























| of R. Ovary | 
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Diagnosis. 


Position of 
uterus (u.). 


Size, weight, and 
pedicle of 
tumour (t.). 


Operation. 


Adhesions. 





Multilocular 
ovarian 
cystoma 


Solid tumour 
of R. ovary 


Solid tumour 
of L. ovary 


Not made (it 
was a case 
of uterine 

fibroids) 


U. retroverted, 
slightly 
movable 


U. had normal 
relation to 
tumours (size 
of beans) 


U. pushed to 
nght and 
behind, not 
movable. U. 
not moved on 
moving T. 





Normal 
(tumour had 
long axis 
antero- 
posterior) 


T. size of hen’s 
egg ; pedicle 
4 inch broad 


T =12 kilos., 
28x 25x17 cm. 
T. cystic ; cysts 

lined with 
epithelium 


Ts. bilateral, 
symmetrical, 
20X12—-I15XI0 
mm. ; pedicle 
2 cm. from 
broad ligament 
T.=1750 grms., 
16x 18x 55cm., 
pedicle as thick 
as pencil, 
1°5 cm. long, 
2°5 cm. from U. 


T. of size of 
goose’s egg, 
5°2X 3°5 X 3cm., 
weighed 43 
grms. 





and back, 
| “absolutely 


| independent | 


of the 
tumour” 


| pedicle thin 


| and stretched 


| 


| T. 10 to 11 mm. 
in diameter ; 
pedicle 12 mm. 
from U. 


Exploratory ; 
portion only 
of t. removed 


T. removed, 
pedicle 
clamped, 
abdomen 
drained 





| Ligature of 
pedicle, 
suture of space! 
| from which t. 
| enucleated 
| (broad 
ligament) 





| 
| 


| Solid tumour | U. to left side | T. = 10 lbs., | T. enucleated, | 


pedicle | 
| slipped, chain | 
suture 
(apparently 
| no drainage) | 


‘T. removed, 
then total 
abdominal 
hysterectomy 
for fibroid 
uterus 
(Total 
abdominal 
hysterectomy 
for the uterine 
fibroids) 





10 


To omentum 


and 
intestines 


None around 


tumours 


To parietes 
and great 
omentum 


No (t. grew 
between the 
layers of the 
broad 
ligament) 


To bowel 


Death 
(“ collapse,” 
peritonitis) 
3rd day 


(Patient died 
of old age.) 


Death 
(septic 
peritonitis) 
3rd day 


Recovery 
(union by 
first 
intention). 
| 





Recovery 
(lower part 
of wound 
opened on 
| 21st day and 
| fistula left). 


| 
| 
| 
| 
| 


Recovery. 


Recovery. 
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Author. 


Age, 
No. of 
ch., 


ab. 


Tumour 
first 
noticed. 


Chief symptoms. 


Consistence. 





| 

G. Prang, ‘Inaug. 
Diss.,’ Konigsberg, 
1900 


G. Baermann, ‘ Cen- 
tralb. fiirGyn.,’ 1901, 
p. 1280; ‘Inaug. 
Diss.,’ Miinchen, 
igor; J. Amann, 
jun., ‘ Monatssch. 
fiir Geb. und Gyn.,’ 
1902, p. 772 


Michaux, ‘Bull. et 
Mémoires de la 
Soc. de Chirurgie 
de Paris,’ 1901, p. 
165 





A. Amann, jun., 
‘Monatssch. fiir Geb. 
und Gyn.,’ 1902, p. 
772 


Oscar Nebesky, Mon- 
atssch, ftir Geb. 
und Gyn.,’ 1903, 
P- 443 


i4jiH. R. Spencer 
| (present case) 


| 


47. 








24. 
Virgo 











About 
6 months 


ago 


For 





Sacral and gastric pains ; 
metrorrhagia (uterine fib- 


roids present) 


Sacral pains every 2 to 3 


weeks, lasting 3 to 4 days. 
Menstruation began at 19, 
irregular, painless, (several 
uterine fibroids present) 


(Uterine fibroids of size of 


orange present) 


a year tenesmus-like 
pains in intestines, pres- 
sure on bladder, occasional 
stomach pains. Menstru- 
ation regular, quite pain- 
less (uterine _ fibroids 
present) 


Menstruation regular, slight 


in amount. A year ago 
metrorrhagia, which ceased 
on removal of two polypi 
(? fibroid) from uterus. 
For 2 months pain and 
pressure On micturition 
and pricking pain in left 
side of abdomen 


12 months ago pain in right 


side of abdomen above 
iliac crest; stiffness in 
walking ; symptoms not 
marked. Menstruation be- 
gan at 14, always regular, 
5 to 6 days, moderate in 
amount, painful 


Hard (after 
removal it 
was found to 
fluctuate in 
places) 


Firm, but 

indistinct 
fluctuation 

noticed at 
several spots 


Parts of 
tumour had 
undergone 
myxomatous 
degeneration 


Firmish but 
appeared to 
fluctuate, 
and gave a 
superficial 
and deep 
thrill to 
palpation- 
percussion 











Spencer: Fibromyoma of Round Ingament 


135 





| Diagnosis. 


Position of 
uterus (u.). 


Size, weight, 
and pedicle of 
tumour (t.). 


Operation. 


Adhesions. 


Result, 





| T. of R. ovary 
| 


Pedunculated 
subserous 
uterine myoma 
or solid 
ovarian 
tumour 


Uterine 
myomata 
(there were 
several 
fibroids in 
uterus) 





Subserous 
| uterine 
| myoma 


R. multi- 
| locular 
ovarian cyst 


U. sinistro- 
verted 


U. to left of 


t. and dis- 
tinct from it 


U. to left side 
and behind 


U. retroflexed, 
distinct from 
t. but attached 

to it by 
palpable 
pedicle 


U. behind 
and to right 
of lower end 

of tumour 





: T. = 23°5 x 20°5 
: &9g'5 cm., 
weighed 1890 
: grms.; pedicle 
: size of small 
pencil 


T.= 1300 grms., 
18cm. x 14 cm., 
it had 
undergone 
myxomatous 
degeneration 


T. above um- 
bilicus ; pedicle 
size of thumb, 

twisted ; a 
second t. size 
of nut outside 

this 
T. as big as fist, 
begins 2 cm. 
from uterine 
end of ligament 


T. of size of 
fist ; pedicle 
attached 24 cm. 
from uterine 
end of ligament 


T. =8 in. x 6in. 
x 5 in., weighed 
6 lbs. = 2721 
grms. ; pedicle 
of size of lead 
pencil 








T. enucleated, 
and cavity 
stitched with 
catgut ; 
fibroid in 
fundus simi- 
larly treated 


T. removed 


T. removed 
(operation 
very easy) 


Total 
abdominal 
hysterectomy 


T. enucleated 
after double 
ligature of 
pedicle 


Laparotomy : 
t. enueleated 
and removed 
after ligature 
of ligament 
with silk ; 
gauze 
drainage 


Vascular 
adhesions to 
R. abdominal 
wall 











Recovery 


Recovery 


Not given ; 
reported on 
day of 
operation 


| 
Recovery | 


| 


Recovery 





Recovery 
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The Use of Bossi’s Dilator in Eight Cases of 
Complicated Labour.* 


By J. W. Bauiantyne, M.D., F.R.C.P.E., Lecturer on Midwifery and 
Diseases of Women, Medical College for Women, Edinburgh; 
Examiner in Midwifery in the University of Edinburgh, etc. 


THE introduction of a new method of treatment, the invention of a 
new instrument, the discovery of a new drug, always ushers in a 
period of unrest in the therapeutics of the malady or maladies which 
the new drug or instrument is intended to benefit. Some practitioners 
are at once enamoured of the novel plan; others say the old is better; 
and yet others arrive at the conclusion that there are at least a few 
cases in which the new has advantages over the old methods. Such 
a new instrument or medicine falls into the sea of medical opinion 
like a drop of water into a pool, causing countless ripples to traverse 
in centrifugal fashion its transiently smooth surface. If, by any 
chance, two or more new plans of treatment simultaneously solicit 
the suffrages of medical public opinion, it is as when two or more 
drops of water disturb the placidity of the pool; the ripples rushing 
out in all directions meet each other with conflicting crests and a 
mimic storm rages. By and bye the tumult ceases; a rearrangement 
of opinion takes place; and once again there is apparent peace. So 
was it with the introduction of rapid dilatation of the cervix uteri 
by means of Bossi’s dilator, and not yet can it be affirmed that the 
wonted calm of professional procedure has been restored. With a 
view to the desirable re-establishment of equilibrium in our obstetric 
counsels I am about to narrate eight cases in which Bossi’s dilator 
was used in complicated labours; the recorded cases will thus be 
increased in number by eight, and the time will thus be brought a 
little nearer when we shall be able from a large number of observa- 
tions to decide upon the merits of this means of cervical dilatation, 
and to give it its place in operative midwifery. 

I have made use of Bossi’s dilator both in gynecological and 
obstetrical practice; but here I refer solely to the latter. I may say, 
however, that I have not been so impressed with its advantages over 
other means of cervical dilatation in purely gynecological cases; its 
great sphere seems to me to lie in obstetrics. In three out of my 
eight cases the labour was complicated by eclampsia, in one by 
albuminuria and rigidity of the cervix, in one by postmaturity, and 


* Read at a meeting of the Edinburgh Obstetrical Society, January 13th, 1904. 
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in one by quite a number of abnormal states (hydramnios, placenta 
previa, face presentation, and anencephaly). In the remaining case, 
I used the instrument to induce premature labour in a woman with 
a narrow pelvis. In two instances the Bossi dilator was employed 
only when the labour was far advanced, as an accessory means of 
treatment. Two of the labours occurred in the Maternity Hospital, 
one was in my private practice, and four were cases seen in 
consultation with other medical men. 

I do not claim for the instrument that wide range of usefulness 
which some obstetricians have insisted upon. Even in eclampsia, 
the predominant indication for its employment, I am far from 
counselling its use in every case, and as a matter of fact the last two 
instances of that dreaded complication of pregnancy which Professor 
Simpson and I have had to deal with at the Maternity Hospital have 
been treated in quite another manner. At the same time, I believe 
that there are cases of eclampsia in which the safety of both mother 
and child may be better assured by means of the use of Bossi’s dilator 
than by any other known plan; and, apart from eclampsia, there are 
other complications of labour which seem to me to call for its 
employment. 


Case 1.—I.-para, eclampsia, edema, narrow pelvis, R.O.P. position, 
head imperfectly flexed; dilatation with Bossi, forceps, 
basilysis; third stage hemorrhage, adherent membranes; 
maternal recovery. 


On November 3rd, 1902, I saw Professor Simpson use Bossi’s 
dilator in a serious case of eclampsia at the Royal Maternity 
Hospital, Edinburgh ; the result was satisfactory, and when Professor 
Simpson communicated the record to the Edinburgh Obstetrical 
Society on November 8th, I remarked upon the ease with which the 
instrument had been applied and the rapidity and safety with which 
the dilatation had been effected. I soon had an opportunity of testing 
its merits for myself, for a series of eclampsia cases occurred at the 
Hospital; and, since one of them seemed to me to call for the rapid 
emptying of the uterus, I used Bossi’s dilator for the purpose. 

The prevalence of eclampsia in the Edinburgh Maternity Hospital 
at this time was so noteworthy that I feel constrained to give the 
statistics. During the 36 days from November Ist to December 6th, 
1902, 37 confinements occurred in the hospital; six of these were 
complicated by eclampsia (including the case in which Professor 
Simpson employed Bossi’s dilator), and five others were attended by 
marked albuminuria although in them eclamptic seizures were warded 
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off. There were, therefore, eleven cases of renal inadequacy in 37 
pregnancies or 29°7 per cent. All the mothers recovered, but it was 
an anxious time for the members of the hospital staff, who were 
beginning to wonder whether some curious inversion had taken place 
in the proportion of normal and complicated labours. All that 
November, eclampsia like Atra Cura was seated behind the horseman! 
Such an unusual succession of eclampsia cases, however, is not 
unprecented ; for, shortly after a note regarding the Edinburgh cases 
had appeared in the British Medical Journal, I received a letter from 
Dr. Kedarnath Das of the Campbell Hospital in Calcutta, and in it 
he stated that he had once seen five cases of eclampsia in thirty 
hours. Surely such an occurrence ought to throw some light into 
the dark region of the causation of eclampsia in childbirth. But let 
me return to the narration of my experience with Bossi’s dilator. 
Mrs R., a primipara, 23 years of age, was admitted to the 
Maternity Hospital at 7-40 p.m., on November 13th. According to 
her menstrual dates she was almost at full term. She had not had 
morning sickness, but about the fourth month of pregnancy her legs 
had begun to swell, and the swelling had continued with an inter- 
mission of a few weeks up to the present time. Some degree of 
puffiness below the eyes had also been noticed. There had been great 
constipation during the whole pregnancy, and some frequency of 
micturition during the last month. Two days before admission she 
had a severe headache, chiefly over the vertex. Her pains began 
about 2 o’clock in the afternoon of November 13th; they were neither 
strong nor frequent, but about 6 o’clock she suddenly took a fit. A 
doctor was summoned, and at 6-30 she took another fit, and another 
about an hour later. By this time she was on her way to the 
Maternity in a cab. She was conscious between the convulsive 
attacks; the only treatment she had had was chloroform inhalation. 
On admission to the hospital the patient was conscious but very 
restless. There was edema of both feet and legs, and also of the 
back; her pulse was rapid and of high tension. Abdominal palpation 
and auscultation suggested a vertex presentation, position R.O.P.; 
vaginal examination confirmed it, and gave the additional facts that 
the membranes were still present, that the os was about 1 inch in 
diameter, and that the anterior fontanelle of the head was coming 
down first; and external and internal pelvimetry made us aware that 
we were dealing with a generally contracted pelvis with a conjugata 
vera of about 3} inches. On my arrival at the hospital, therefore, I 
found myself confronted with a case not of eclampsia merely, but of 
eclampsia in a primipara with a pelvis narrow both at the inlet and 
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the outlet, and with the foetal head presenting in the right oblique 
diameter, unflexed, with the forehead leading. Five ounces of urine 
were obtained by the catheter; it contained albumen, ascertained to 
be 24 grammes to the litre. The lower bowel was cleared out by means 
of a soap and water enema; two ounces of Henry’s solution were 
given by the mouth, and a vaginal douche was being administered 
when another and a severe eclamptic fit came on. A quarter of a 
grain of morphia was given hypodermically and a pint and a quarter 
of saline solution was transfused under both breasts. It was now 
more than two hours since her admission; she was still having fits, 
partly controlled by chloroform; and the labour was making no 
progress. 

At 10 p.m., then, I commenced dilatation of the cervix with 
Bossi’s dilator, and in twenty minutes I obtained as complete dilata- 
tion as the size of the pelvis would allow. About this time the 
membranes ruptured and some liquor amnii deeply stained with 
meconium escaped, confirming me in my fear that the infant was in 
danger. The head had partly rotated so that it was now lying trans- 
versely. With difficulty I applied the forceps, and made traction, 
but I could neither produce rotation nor get the head to descend. 
Several attempts were made but without success. As it now became 
apparent that any chance of saving the infant was remote, I resolved 
to terminate the labour with the basilyst. Basilysis was accordingly 
performed and the child extracted with Braun’s cranioclast. It was 
now midnight, but we were not yet finished with complications; for 
third-stage hemorrhage began. I thought this might be from a 
laceration of the cervix due to the Bossi, but examination showed 
only a slight tear. It turned out that it was due to an extensive 
adhesion of the membranes to the left wall of the uterus. After the 
membranes were extracted the uterus still remained flaccid; so a hot 
douche was given and some ergotin administered hypodermically. 
She showed signs of improvement from half-past one onwards. The 
infant, a female, weighed 7 lbs., without the brain and bones of the 
cranial vault. 

The history of the puerperium may be summarized as a gradual 
recovery. The temperature swung between 99 and 101°5 (evening) 
for the first week, and the pulse did not fall to 80 till the beginning 
of the third week. The improvement in the condition of the urine 
was steady. Tube casts were found for the first three days of the 
puerperium; the albumen, which on the night of the delivery had 
amounted to from 24 to 28 grammes per litre, fell to seven-eighths of a 
gramme the next day and to one-quarter of a gramme on the next, and 
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thereafter it varied from a quarter to a half gramme there being stilla 
trace when she left the hospital. Vaginal douches and an occasional 
intra-uterine one were given in the early days of the puerperium, 
and the bowels were kept acting by means of Henry’s solution. The 
patient went out of the hospital on December 2nd. 

I have recorded this case at some length, partly because it was 
the first occasion on which I used the Bossi dilator, and partly 
because, being a hospital case, fuller details were available than can 
be got in private practice. The two following instances of eclampsia 
were seen by me in consultation; in many respects they resembled 
the first case; and their salient features are now to be described. In 
both of them I have been able to follow the progress of the patient 
after recovery and up to the present time, an advantage which 
private practice possesses over hospital work. 


Case 11.—I.-para, 6} months’ pregnancy, eclampsia; dilatation with 
Bossi, forceps; foetus non-viable; maternal recovery. 

On February 10th, 1903, I met with the second case of eclampsia 
in which I have employed Bossi’s dilator. During the evening Dr. 
George Dickson, of Ardmillan Terrace, telephoned for me to come 
out and see a primipara of 24 years of age who was having convulsive 
seizures. He had not been engaged to attend her in her confinement 
and was not in a position to say whether she had been showing signs 
of renal inadequacy or not. It is a continually recurring misfortune 
that pregnant patients, and especially primipare, do not place them- 
selves under the care of a medical practitioner during pregnancy; if 
they did so it would be possible in many instances to ward off 
eclampsia, for the preventive treatment of that malady is full of 
hope. The patients are to be blamed, doubtless; but are we free 
from all reproach in the matter? Do our patients sufficiently under- 
stand that we regard pregnancy not indeed as a disease but truly as 
a state of strain upon the whole system which always borders upon 
the pathological and not infrequently crosses the boundaries and 
enters the abnormal? Do they know from us that if we detect 
impending failure of the kidneys we can take means to prevent it? 
Whatever may have been the condition of Dr. Dickson’s patient 
before he was hurriedly summoned to her, there could be no doubt 
that there was now much albumen in the urine; that she had had 
five eclamptic seizures in quick succession was also only too true. 
She was pregnant six and a half months; labour had commenced, but 
the cervix was very rigid and the os little more than an inch in 
diameter. I used the dilator, and on account of the rigidity allowed 
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some thirty-five minutes to elapse before the size of the os was 
increased to three inches. As it was a premature, almost an immature 
labour, I did not completely dilate the cervix. About half-an-hour 
later, the foetus was easily delivered with forceps; it was non-viable. 
It ought to have been stated that a small dose of morphia had been 
given (} grain) before my arrival. The patient made an uninter- 
rupted recovery; the albumen quickly disappeared from the urine. 
She is now (December 14th, 1903) again pregnant, about the fourth 
month; and Dr. Dickson is testing the urine frequently. I do not 
anticipate that there will be any call for the use of the dilator in 
labour on this occasion; and I look forward with hopefulness to that 
natural and happy conclusion of a confinement—a tired but contented 


mother and a crying and contented baby, as the sequel to this second 
pregnancy. 


Case 11.—I.-para, 8th month of pregnancy, eclampsia, R.O.P. 
position ; dilatation with Bossi, forceps; maternal and infantile 
recovery, death of infant two months later. 


On the morning of August 30th, 1903, I was called to the third 
case of eclampsia in which I found the rapid method of dilatation to 
be indicated. The patient, a young primipara, had been seized with 
eclampsia during the night and Dr. James Smith, of Brunton Place, 
had been summoned; he, in turn, telephoned for me. The pregnancy 
was at the eighth month, and there had been the usual prodromata 
of eclampsia. There was no swelling of the legs but a good deal of 
puffiness was visible in the face. There had been twenty or more fits 
during the night, and the patient was in a semi-comatose state. 
Labour was going on but slowly, and the os was a little more than 
1 inch in diameter. It was a vertex presentation, but, unfortunately, 
the position was R.O.P. I introduced the Bossi dilator at 9-15 a.m., 
and in fifteen minutes had dilated up to 9°5cms. (nearly 4 inches). 
I then applied forceps; rotation could not be accomplished; with 
difficulty I delivered a somewhat small, living, male infant. The 
mother made a good recovery; there was no post-partum bleeding in 
excess of the normal, and no rise in temperature. The albuminuria, 
however, never entirely disappeared, and Dr. Smith tells me that she 
has now (December, 1903) still a trace of it. The infant also did 
well, and seemed to be thriving till one day two months after its 
birth it died suddenly. Dr. Smith was from home at the time, and 
the exact cause of death was not ascertained. In this case, it so 
happened that one of the shields of the dilator was not in position 
during the dilatation, but no harm resulted therefrom. 
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In these three cases the indication for the use of the Bossi dilator 
was eclampsia. I am not considering here the large question whether 
in the presence of eclampsia it is or is not the right treatment to 
hasten the labour and empty the uterus. Probably no obstetrician 
will claim that it is always right to hasten delivery in eclampsia, just 
as no one will hold that it is always correct treatment to give morphia 
and thyroid extract and do nothing to bring on or to expedite labour. 
In the face of so serious a danger as eclampsia we must welcome 
every means that offers help, and we must try to make use of these 
various means; the hereditary teaching of any School of Obstetrics 
becomes a danger when it makes us shut our eyes to facts. For my 
own part, however, and speaking from an experience of twenty years 
during which I have had many more eclampsia cases than I desired, 
I incline to the general principle of emptying the uterus when the 
pregnancy has advanced to the seventh month or later, and when the 
convulsions are not at once checked by such means as morphia, saline 
infusions, thyroid extract, iodide of potassium, and tincture of 
veratrum viride. When labour has actually commenced I more 
quickly adopt the line of active obstetric interference, more slowly 
when uterine contractions are absent. When the pregnancy has not 
reached the seventh month and when the infant, therefore, is not 
viable, I advocate the greatest possible delay before the induction of 
labour be begun and the most extended trial to be given to other 
means. Had I Case ii. to manage at the present time I should 
probably delay longer than I did before dilating the cervix. Apart, 
however, from this question of the justifiability of hastening or 
exciting labour in cases of eclampsia, I maintain that Bossi’s dilator 
is the best means we at present possess of opening up the cervical 
canal and permitting us to empty the uterus. 


Case 1v.—IV.-para, albuminuria, rigidity of cervix of peculiarly 
persistent and resistant type; R.O.P. position; digital and then 
Bossi’s dilatation, forceps; maternal and infantile recovery. 


In this instance I employed Bossi’s dilator for rigidity of the 
cervix of a peculiarly persistent kind, occurring in a patient suffering 
from albuminuria. She was 32 years of age and a IV.-para; she had 
also had two abortions. There had been forty hours of strong labour 
pains in the first stage before she was brought into the Maternity 
Hospital, which was on the evening of January 2nd, 1903. She had 
already had chloral, and later morphine hypodermically to the extent 
of nearly 1 grain, in the hope of suspending uterine effort; the 
morphine failed to have this effect, and a further hypodermic of it 
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given after the patient’s arrival in the hospital also proved quite 
inadequate to check the powerful but ineffective uterine action. I 
saw the case in the morning (January 38rd, 1903) about ten hours 
after admission. The head was presenting, position R.O.P., the 
membranes had ruptured, and the os was about two inches in 
diameter. I tried digital dilatation, but only succeeded in pushing 
the whole cervix backwards and forwards on the head; the cervical 
tissues were curiously resistent, more so than I recollect having met 
with; and the uterine contractions were going on almost without 
intermission. The patient had now been over fifty hours in labour, 
and since her admission to the hospital it had been discovered that 
there was albuminuria. For all these reasons I decided to employ 
artificial dilatation by means of the Bossi dilator. It required 
thirty minutes to distend the os from two to four inches; extraction 
of the child by means of forceps occupied twenty minutes more; and 
the third stage lasted nearly half-an-hour. The child, a male, was 
asphyxiated but was resuscitated and did well; it weighed 7lbs. 7oz. 
The mother, also, made a good recovery. 

Cases exhibiting the degree of cervical rigidity mentioned above 
are not common, and opinions differ considerably as to the manner in 
which they ought to be dealt with. The management of the less 
severe forms is well known and agreed upon; but regarding the worst 
cases there is much difference of opinion. Chloroform, chloral, 
cocaine applied locally, digital and bimanual dilatation are the means 
usually recommended; if they all fail, then most of the text-books 
advise the making of multiple incisions in the cervix. Now, in my 
opinion, it is then that the Bossi dilator will be found successfully to 
meet the requirements of the obstetric difficulty with which we are 
face to face. Digital dilatation is apt to be tedious and tiring and 
cannot be precisely regulated; dilatation by means of the Bossi, on 
the other hand, can be as expeditious as is desirable, and can be 
exactly regulated. To my mind, also, it is more nearly Nature’s 
plan to dilate than to cut, and, therefore, I do not lean to multiple 


incisions of the cervix except in a few cases requiring extraordinary 
rapidity of delivery, and they are not instances of rigidity such as is 
now under consideration. 


Case v.—III.-para, narrow pelvis; induction of premature labour, 
vaginal douching, dilatation with Bossi, forceps; maternal 
recovery, infant died in a few hours. 


Some years ago I communicated to this Society the record of a 
craniotomy in a woman with a narrow pelvis (7'rans. Edinb. Obst. 
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Soc., 1901. Vol. xxvi., p. 24). The case was rendered noteworthy by 
the fact that I shortened the time required for the birth of the 
shoulders very considerably by the division of one of the clavicles 
(cleidotomy). This patient was again pregnant in 1902. Although 
she was told to report herself when at the seventh month of gestation, 
she failed to do so, and the full term was near at hand when I was 
summoned. She was, on this occasion, removed to the Maternity 
Hospital, as I thought it might be justifiable to consider Cesarean 
section. The cervix, however, was partly dilated, and there was pro- 
lapse of the cord, so I again performed craniotomy, or basilysis to be 
exact, and so terminated the labour. There was no need to do 
cleidotomy in this confinement. After both these labours the patient 
ultimately recovered quite well, although after the second one there 
was some albumen and pus in the urine for a few days. Last summer, 
Dr. James Smith, who was this woman’s medical attendant, reported 
to me that she was pregnant for the third time. On this occasion she 
remembered our instructions and let us know of her state soon after 
the seventh month; but she insisted upon being attended to in her 
own house and not in hospital. Although the chances of successfully 
carrying through an induction of premature labour were diminished 
by her decision, we made up our minds for the attempt. Accordingly, 
on October 18th and 19th, vaginal douching was carried on; and on 
the morning of October 20th I induced labour by means of the Bossi 
dilator. About half-an-hour was allowed for the dilatation; by the 
end of that time the os was stretched to about 3} inches and the 
blades of the dilator were in close contact with the pelvic walls. I 
may say that the conjugata vera had been estimated at 34 inches, but 
by direct measurement during labour I came to the conclusion that 
it was not more than 3} inches. With some difficulty, even at this 
age in pregnancy (about 220 days), I applied forceps and delivered a 
living male infant. The mother made a rapid recovery. Unfortun- 
ately, as indeed we had feared, the infant could not get the attention 
and care so necessary for it, and died some hours after its birth. 
The case, therefore, was unsatisfactory as far as the ultimate object 
of an induction of premature labour is concerned, for the infant did 
not survive; on the other hand I was satisfied with the Bossi dilator 
as a means of carrying through an induction when the surroundings 
of the patient are such as to make us dread the prolonged interference 
of the other methods of prematurely interrupting pregnancy. In this 
case we could only obtain the services of a trained nurse for the time 
of the confinement and for two visits a day afterwards; the hygienic 
surroundings of the patient were not of the best; the circumstances, 
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therefore, called for the shorter rather than the longer methods of 
induction, while they were not propitious for the rearing of a 
prematurely-born infant. If this patient again become pregnant, it 
will be a matter of grave concern to us to determine what will be the 
best mode of dealing with the difficulty. To my mind the question 
will resolve itself into a choice between induction of premature 
labour in more satisfactory surroundings and with trained nursing, 
and symphysiotomy or perhaps Cesarean section at the full term. 


CasE vi.—lI.-para, narrow pelvis, post-maturity of pregnancy; induc- 
tion of post-mature labour, vaginal douching, bougie, Bossi, 
forceps; maternal recovery, infant still-born. 


In this instance and in Case vii., Bossi’s dilator was employed 
only as an accessory means of treatment when labour had been in 
progress for some time; they are not, therefore, strictly speaking, 
true examples of the use of rapid cervical dilatation in labour, but 
they contain so many elements of interest of their own, and they also 
throw such an interesting side-light upon the value of Bossi’s dilator 
as an adjunct to other means of treatment, that I have included them 
here. Let us look first at Case vi. 

I have seldom, if ever, had such prolonged anxiety over any 
obstetric case as I had over the one now to be narrated. To begin 
with, the patient was a primipara of 32 years of age, of markedly 
small stature; she had suffered at various times from severe illnesses, 
in one of which she had a menorrhagia and metrorrhagia lasting for 
months; and she had been treated for profound anemia verging, 
according to the opinion of her medical attendant, upon the per- 
nicious type. She became pregnant, it was thought, towards the 
middle of September, 1902. I saw her for the first time towards the 
beginning of April, 1903. From her menstrual history it appeared 
that her confinement ought to occur about the 22nd day of June; but 
her menstruation had had a very irregular character and could not be 
relied upon entirely, although it had been quite regular during the 
months which immediately followed marriage. The date of stirrage 
could not be accurately determined. Abdominal enlargement was 
noticed in January, 1903; but on account of the presence of a justo- 
minor contraction of the pelvis she was carrying her child higher 
than usual. When I examined the pelvis in April I came to the 
conclusion that there was a degree of justo-minor contraction reduc- 
ing the conjugata vera to about 3? inches; it turned out afterwards 
that there was also some abnormal bulging forward of the pro- 
montory reducing the c.v. to about 3} inches. Although I could not 
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be certain, I fixed the probable date of delivery at June 22nd, 1903. 
I saw the patient on several occasions during May and June. 
She was not in good health, being markedly anemic; and on several 
occasions she had alarming fainting fits. I saw her when she was 
in one of these fits. She had very little appetite. Under 
appropriate treatment, however, she began to improve, and as the 
calculated date of delivery approached she began to state that she 
was feeling stronger and better than she had done for years. This 
improvement continued, and during the month of July she ate well, 
slept well, felt well; but the date of confinement had gone past, 
the middie of July had come, and she was still undelivered. I 
confess I was getting thoroughly puzzled with the state of matters. 
As it happened I had-not long before contributed to the Journal 
of Obstetrics and Gynecology of the British Empire (Vol. ii., 521, 
1902) an article on the subject of post-mature labours, with which 
I had on several occasions had to deal. I began to suspect that I 
was in contact with another of the same type in the present case. 
But there were several most puzzling features which I could not 
explain. Subsidence of the uterus had occured early in June; since 
then there had been very little change in the size of the uterus. The 
foetus, however, was undeniably alive, and I reflected to myself, with 
some concern, that it was probably not growing in size but becoming 
more ossified in certain parts, and more especially in the cranium. 
The mother’s abdomen was not at all over-distended, in fact scarcely 
a single stria gravidarum was to be made out. The cervix was not 
only not effaced but had actually the consistence and size and shape 
of the non-pregnant state. Along with the suspicioa therefore that 
I was dealing with a post-mature pregnancy, I was haunted by the 
doubt that perhaps after all the menstrual and stirrage dates were 
wrong and that the patient was not yet at the full term. There was 
uncertainty as to whether it was a post-mature ora pre-mature labour 
that we were to expect. All the time there were two very satisfactory 
circumstances; the patient’s health continued to be of the best, and 
there was never a trace of albumen to be found in the urine. 

I have only spoken of the obstetric doubts and difficulties of this 
trying case; but a lively imagination will picture for itself the other 
inconveniences and disabilities under which we all lay. The monthly 
nurse who had been engaged for the confinement on June 22nd left 
to go to another patient on July 20th, and an emergency nurse was 
now in attendance. The patient, who ought to have been leaving for 
country quarters in August, was wondering whether there would be 
any chance of getting off in September, and so on, and soon. When, 
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therefore, the 22nd of July passed without any event of note, the 
question of the induction of labour, which had been gradually taking 
shape, presented itself at once in concrete form. Although the 
pregnancy was a first one, and although there was some doubt as to 
the dates, it seemed to me that the termination of the gestation was 
called for. It was, therefore, with relief that I welcomed a consulta- 
tion in the last week of July. On account of the doubt as to dates, 
the state of the cervix, and the absence of any signs of abdominal 
over-distension, my consultant came to the conclusion that the 
pregnancy was not yet at the full term; but on account of the pelvic 
narrowness, he counselled the induction of premature labour. My 
opinion leaned towards regarding the pregnancy as post-mature and 
for that reason as well as on account of the pelvic narrowness I was 
anxious to perform the induction of post-mature labour. We reached 
the same practical conclusion, therefore, although we arrived by 
different paths. 

Accordingly, on July 31st, I ordered vaginal douching to be 
commenced in this case, and, on August 3rd, I passed a rectal bougie 
deeply into the uterine cavity. Not long after the introduction of 
the bougie, the patient was violently sick, and the membranes 
ruptured; the undesirable complication of a dry labour was, there- 
fore, introduced into the case. The dilatation of the cervix was very 
slow, and early on the 4th of August, I completed cervical dilatation 
by means of the Bossi; I then applied forceps, and, with the greatest 
difficulty, succeeded in extracting a large male child with a firmly 
ossified head, the anterior fontanelle of which was not much larger 
than the posterior one normally is. The baby’s heart was beating at 
birth, but it could not be resuscitated. Dr. Barbour Simpson, the 
advantage of whose assistance I had during the confinement, carried 
on artificial respiration for a prolonged time but without ultimate 
success. There was no cervical laceration of any importance, but 
the perineum required three sutures. The infant weighed nearly 
nine pounds and had all the signs of maturity; and I think, therefore, 
there can be no doubt that the pregnancy was post-mature, although 
the circumstances to which I have referred made it practically 
impossible to be sure of this before the birth of the child. 

I need not describe in detail the events of the puerperium; they 
were far from what I could have wished, but the patient ultimately 
made a complete recovery. On the fourth day of the puerperium 
the temperature touched 100°, but this was the only occasion, and it 
varied between 97° and 99° for a good many days. The lochia was 
sweet throughout; the perineum healed well; and the pulse, although 
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fast at first, fell to 74 on the eighth day of the puerperium and 
remained at or below that level thenceforth. What really delayed 
recovery was a very persistent and agonising neuralgia of the right 
thigh, leg, and foot, which set in about the fourth day, disappeared 
for three or four days, and then reappeared to remain more or less as 
an impediment to convalescence for a month. At certain times in 
the day it disappeared entirely, but it interfered a great deal with 
sleep, and this, in association with the fact that the patient mourned 
much over her child, led to the prolonged nature of the recovery. 
Persistent taking of strong tonics (iron, arsenic, quinine), along with 
plenty of good food, did most to combat the neuralgia, which was not 
entirely overcome, however, till the patient got away from the scene 
of her prolonged anxiety and trials. 

As I have said, the use of Bossi’s dilator in this case was only one 
incident in a series of events. At the same time it aided materially 
in shortening the time necessary for complete cervical dilatation at a 
very critical stage. The cervix was altogether peculiar and was 
quite unlike that usually met with in post-mature labours; and even 
for the partial dilatation of it I required to allow about 25 minutes 
of the Bossi. I may state here as an interesting fact that at the end 
of ten days the cervix had returned to exactly the same shape, size, 
and consistence that it had before labour. There are many interest- 
ing aspects to this whole case; but I shall not deal with them here 
as I am now concerned mainly with the use of Bossi’s dilator. 


Case vit.—V.-para, hydramnios, placenta previa, face and neck 
presentation, anencephalic fetus, rigidity of cervix, uterine 
spasm; bimanual version failed; digital and Bossi’s dilatation ; 
failure of podalic version; other means failed; breaking up of 
presenting parts; piecemeal extraction; maternal recovery. 


Case vii. was one of the most complicated labours that I have ever 
been called upon to manage. Case vi. was noteworthy for the anxiety 
connected with it. Case vii. was no less noteworthy on account of 
the multiplicity of abnormal states which accompanied it. Briefly, 
its history was as follows. 

On the evening of September 28th, 1903, I was summoned by 
telephone to a labour case under the management of Drs. Alex. 
Macdonald and Drysdale. At a later period I got the following notes 
of the case, but I may narrate them here. The patient was 34 years 
of age and had been married for twelve years. Menstruation began 
early (between 11 and 12), and was irregular till marriage. Her first 
pregnancy, which was at the age of 23 years, ended in a tedious 
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labour; she made a poor recovery, and the baby died when four 
months old. The second pregnancy was twelve months later; labour 
was normal ; a good recovery followed; and the child, a boy, is living. 
There was hydramnios. She had then a miscarriage at the third 
month. The fourth pregnancy was associated with hydramnios; the 
labour was normal, but the child was said to have been “ suffocated 
by the water.” Marked anemia followed this pregnancy. The 
patient was now near the end of her fifth pregnancy (eighth month, 
as it was calculated), and fell into labour on the morning of 
September 28th. Dr. Macdonald saw her then, but found little or 
no progress; in the afternoon the os was beginning to dilate, the 
membranes were protruding, and great quantities of waters were 
escaping. Dr. Macdonald, with the help of Dr. Drysdale, then 
examined the patient under chloroform. He found that the placenta 
had a low implantation, being partly over the os. Accordingly he 
determined to turn before the membranes were ruptured. With 
great difficulty he succeeded in dilating the os to admit two fingers; 
he made out the head or the back of the neck presenting ; he gradually 
introduced the fingers but could feel no limbs; and the uterus con- 
tracting firmly upon the hand he could make no progress. It was 
about this stage that I was summoned. 

When I examined the woman I was struck at once by the small 
size and unusual shape of the uterus as felt through the abdomen. 
It was evidently contracted firmly upon its contents, and its contents 
felt as if they were coiled up in hedge-hog fashion inside it. By the 
vagina, it was difficult to discover exactly what was presenting; at 
the right side was a part of the placenta (there had been sharp 
hemorrhage from this, but it had now ceased, the placenta having 
got itself separated) ; at the left side was undoubtedly the face, but it 
was a malformed face, with a wide mouth, as far as I could make out, 
and with no cranium above it or anywhere in connection with it; and 
I could feel no limbs at all. Dr. Macdonald had suspected that it 
was a monstrosity already; and from a review of the circumstances 
I came to the conclusion that it was an anencephalic fetus with 
retroflexion of the spine, and with the limbs bent till they lay over 
the dorsum. At any rate, I formed this opinion after I had tried 
several times to perform version, and had failed. At first the great 
difficulty was found in the cervix, which we could not get to dilate; 
there was no proper presenting part to fit into it and expand it, and 
the uterus seemed to be in a state of constant spasm rather than of 
regular contractions. I, therefore, inserted the Bossi dilator and 
stretched the cervix; but an unexpected difficulty presented itself, 
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for the dilator persisted in passing into the mouth of the fetus, 
which, as it happened, there was no need to dilate. After several 
attempts, however, I succeeded in stretching the cervix up to a little 
over three inches in diameter. The cervical tissues were, nevertheless, 
very resistant, and throughout the subsequent manipulations were a 
constant cause of difficulty; in fact, I may say that the effect of the 
Bossi dilator in this instance was disappointing. Further, try as I 
would, I could not succeed in turning the fetus; at one side of the 
presenting face I could not get my hand up, for there the foetus and 
the placenta and membranes were apparently continuous; at the 
other side I could pass my hand in but could reach no limb. The 
foetus was lying in a curious fashion with its face and part of its 
chest presenting, and of course we could not bring it down in this 
attitude. After Dr. Macdonald and I had made several attempts 
with crotchets, blunt hooks, and perforators, we managed to diminish 
the bulk of the shoulders sufficiently to draw down the dismembered 
foetus. It proved to be, as had been suspected, an anencephalic 
monstrosity. The placenta and membranes were quickly extracted ; 
a hot intra-uterine douche was given; and hot-water bottles, etc., 
were placed round her, for she had lost a considerable amount of 
blood, and was somewhat collapsed. Vaginal douching was continued 
during the first ten days of the puerperium. About the third day 
there was some general peritonitis; but under calomel, etc., it passed 
off. There was incontinence of urine for a short time. The patient, 
however, made a complete recovery ultimately, and was out soon 
after the twenty-first day. 

In this case the dilator of Bossi was used only as an adjunct in 
the general operative treatment; and, in my opinion, it was not of 
much service. Possibly the type of cervical rigidity was not such as 
to yield readily to strong pressure applied for a short time; the 
dilatation to be lasting ought to have been more gradually effected. 
Such at any rate is my opinion. The case, however, was of so 
complicated a nature that it is doubtful whether any method of 
management would have given altogether satisfactory results. 


SUPPLEMENTARY Recorp. 


Case v111.—Since this communication was placed on the billet for 
reading I have had another opportunity of employing Bossi’s dilator 
in obstetrics. It is true that the instrument was only used as an 
accessory means of treatment to complete the dilatation of the cervix, 
still the case has a certain importance as being the only instance of 
accidental hemorrhage which has come under my care since I have 
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begun to employ the Bossi. It was a typical example of the gravest 
type of accidental hemorrhage, and ended in the death of both 
mother and infant. 

The patient, a woman of 35 years of age, was near the full term 
of her sixth pregnancy. She went to bed, feeling perfectly well, on 
the evening of December 15th, 1903, and awoke at 1-30 a.m., on the 
morning of the 16th, suffering from intense pain in the epigastrium 
and left side of the abdomen. She soon discovered that she was 
bleeding profusely ; several clots had been expelled, and the bed was 
partly soaked with blood. Dr. Davidson, of the Cowgate Dispensary, 
was called in, and he found the patient very low; there was great 
abdominal tenderness, a rapid and weak pulse, blanching of the face 
and lividity of the lips, and the bleeding was still going on. There 
was great restlessness and thirst, and now and again gasping respira- 
tion. The vagina was packed and the patient sent into the Maternity 
Hospital, where she arrived at 4a.m. I was immediately summoned 
by telephone and arrived about 4-30. I had ordered an abdominal 
binder to be applied tightly and ergot to be given hypodermically, 
and these things had been done before my arrival. The patient was 
weak and exsanguine; pulse 140, small and of low tension; abdomen 
distended to the ensiform cartilage, but with a more diffuse outline 
than normal, rigid and tender to the touch. Two firm masses were 
felt to the left side. Presentation was the vertex, position L.O.A. 
Fetal heart indistinctly heard. The os had a diameter of about 
1} inches, and the lips of the cervix were soft and dilatable. No 
placental tissue was felt through the os. Several blood clots were 
lying in the vagina. 

Obviously the case was one of the most serious type; there were 
scarcely any uterine contractions and hemorrhage was going on both 
externally and also internally. The foot of the bed was raised; the 
patient was wrapped in warm blankets and surrounded with hot 
bottles; the limbs were bandaged; two pints of saline solution were 
run in below the breasts; ether and strychnine were given hypo- 
dermically; and attempts were made to induce uterine contractions 
by massage and kneading of the womb. The binder had been applied 
and ergot given, as already noted. I then ruptured the membranes. 
After waiting a short time I found no contractions going on, and as 
unfortunately the hemorrhage was still going on and the patient was 
pulseless I made up my mind to deliver as rapidly as possible. I 
accordingly completed the dilatation with the Bossi—a comparatively 
easy matter requiring barely ten minutes,—and applied forceps and 
delivered the child with the help of considerable traction about 
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6-30 a.m. The placenta came away on slight compression almost 
immediately and with two large clots and a great gush of blood. 
The pulse was imperceptible at the wrist. Every effort was made to 
stimulate the uterus to contract—hot intra-uterine douche, compres- 
sion, massage, ergotine—but it remained absolutely flaccid. I then 
plugged the cavity of the uterus with sterilized gauze and something 
approaching a contracted state was obtained. A persistent attempt 
was now made by the injection of saline solution, by ether, by 
brandy, and other means, to bring the patient out of the state of 
collapse in which she was. For a time the pulse became perceptible 
at the wrist; but then, about 7-30 a.m., or little over three hours after 
the patient’s admission, the uterus suddenly relaxed still further, 
fresh internal hemorrhage took place, and the inevitable end came. 
The child, a male, weighing 6lbs. 100z., was born dead. The placenta 
was the seat of extensive disease. A small quantity of urine was 
drawn off during the labour, but was unfortunately lost before it had 
been examined. 
REMARKS. 

Such were the eight cases in which I used Bossi’s dilator. They 
were none of them normal labours in which the obstetrician stands 
by in waiting, watching attitude, ready to do much if needed but 
actually doing very little; in which it is easy to preserve inviolate 
all the laws of asepsis; in which the attendant receives great credit 
for “bringing the mother safely through the trying time of her 
confinement,” when, as a matter of fact, he has done little more than 
look on. They were all of them far removed from that side of 
midwifery practice; they belonged to strenuous obstetrics. In three 
of them there was eclampsia of a severe type; in one there was 
albuminuria and a labour of over fifty hours; in one we made the 
attempt to get a living child for a woman who had twice had 
craniotomy performed for flat pelvis; in another there were various 
dangers in pregnancy followed by an induction of post-mature 
labour in a narrow pelvis; in another there were many complications 
including hydramnios, face presentation, partial placenta previa, 
and anencephaly; and in yet another there was accidental hemorr- 
hage of the worst type. They were cases requiring the obstetrician’s 
aid; they had all of them fared badly had it not been obtainable; 
and to save seven out of the eight mothers was within sight of a 
completely satisfactory result. Three only of the eight infants sur- 
vived birth, and one of these (a seven months’ infant) for not more 
than a few hours; of the remainder, one was an anencephalic 
monstrosity, one was a six months’ foetus, one was so post-mature as 
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to present the paradoxical result that he was non-viable, one had 
basilysis performed on him on account of contraction of the maternal 
pelvis, and one died before birth on account of the separation of the 
placenta. 

Now, it is precisely in cases such as these that the dilator of 
Bossi finds its sphere of usefulness; it is an exceptional remedy for 
exceptional conditions. Its distal end is a powerful dilator; at its 
proximal end, therefore, must be a sensitive hand, an observant eye 
fixed on the indicator, and a brain alert to note the degree of resist- 
ance which experience has found to warrant continued dilatation. I 
have gradually learned the amount of resistance which to my mind 
indicates danger if the dilatation be not suspended; when I meet 
with it, I stop turning the screw, count fifteen slowly, and I then 
usually find that I can give another turn or two; this process I 
continue till full dilatation is obtained. Undoubtedly the more 
dangerous cases are those in which the cervix is not taken up; but 
even in them, if the above rule be followed, the danger of a cervical 
tear is reduced to a minimum. The distal ends of the blades of the 
dilator must, for safety, be inside the os internum, else the cervix 
will almost of necessity be torn; but there is little difficulty, as a 
rule, in carrying out this precaution. The instrument should be 
arranged so far as possible so as not to press upon the pelvic nerves 
and the urethra. I prefer the four-bladed dilator of Bossi to the 
other types, although it is somewhat difficult to keep perfectly clean; 
having the pelvic curve it is easy of insertion, and having only four 
blades and not eight the finger of the operator can, if necessary, be 
introduced into the cervix during dilatation to note the state of the 
lips. 

To my mind there are two great dangers associated with the use 
of Bossi’s dilator. The first is the risk of severe laceration of the 
cervix and consequent hemorrhage from it. If we will but remember 
that this instrument is, with the exception of the destructive 
cranioclasts and comminutors, the most powerful in the obstetrical 
armamentarium, and, remembering this, proceed with appropriate 
caution, we need not greatly fear this danger. The second is the 
chance of septic trouble. This is very considerable in the cases in 
which the Bossi dilator is employed, but not on account of its employ- 
ment. It is due to the fact that in such cases there are several 
predisposing causes, such as delay in labour, bad health of the mother 
(as in eclampsia), weakening hemorrhages, and the like, and to the 
circumstance that it is just in these obstetric emergencies and 
embarrassments that the finer details of obstetric asepsis break down 
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and the medical attendant has to fall back upon antisepsis. It is an 
easy thing to preserve asepsis in a normal labour; but in the excite- 
ment of a complicated confinement, when eclamptic seizures are 
occurring in rapid succession, when perhaps hemorrhage is going on 
in alarming gushes, when no pulse is felt at the wrist, when the death 
of two patients at once faces the anxious obstetrician, then he would 
be more than human who did not fail in some of the exacting 
requirements of aseptic midwifery. An instrument is laid down on 
a towel that is not sterilized, an implement is used that has not been 
boiled for fifteen minutes, and the obstetrician’s hand touches what 
it ought not. The best plan then comes to be the bringing in of 
antiseptic precautions as auxiliary helps; the first line of defence 
being broken, the attack falls upon the second, and we trust it may 
be strong. There are other dangers associated with the Bossi dilator, 
but they are such as are common to all rapid methods of stretching 
the cervix, or they are inherent in the condition which has called for 
suca obstetric procedures; they are not, therefore, to be laid to its 
charge. It has, in my opinion, sufficient merit to counterbalance its 
risks and to allow a margin for inevitable accidents. But, let it be 
borne in mind, it is an instrument to be worked with the head rather 
than the hand. 
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A Cyst in Connection with the Right Fallopian 
Tube, arising probably from an Accessory 
Fallopian Tube. 


By R. Hamitron Bett, M.A., M.B. (Cantab.), M.R.C.P. (Lond.), 
Physician to Out-Patients, Samaritan Free Hospital; Obstetrical 
Tutor and Registrar, St. Thomas’s Hospital. 


In the November number of the Journal of Obstetrics and Gynecology 
of the British Empire there was a paper by Mr. Handley “On the 
Origin from Accessory Fallopian Tubes of Cysts of the Broad 
Ligament Situated above the Tube.” This paper was based on the 
examination of three specimens in the Museum of the Royal College 
of Surgeons, and one removed by Mr. Malcolm when operating for an 
ovarian cyst. It seemed to me to possess great pathological interest, 
particularly because it dealt with a problem which was occupying 
my attention at the time. 

The tumour which is the subject of this short paper I believe to 
be an example of these cysts arising in accessory Fallopian tubes, 
and if this view be correct it adds a clinical to the pathological 
interest, from the fact that it caused symptoms leading the patient 
to consult a doctor, first in Italy, and subsequently in England, and 
ultimately to consent to abdominal section. 

The patient, an Italian woman (C. A.), without any knowledge of 
English, was admitted to St. Thomas’s Hospital under the care of 
Dr. Cullingworth, March, 1903. The specimen, which was removed 
by abdominal section March 26th, was handed to me for examination, 
and I am indebted to Dr. Cullingworth for permission to publish the 
result of my investigation. 

The clinical history of the case was briefly as follows :— 
Previous to this illness she had always been a healthy woman; had 
been married fifteen years, but never pregnant. Up to two years ago 
menstruation had been regular, but somewhat profuse. The first 
indication of any pelvic trouble was a change in the character of her 
periods, which recurred at much more frequent intervals, often twice 
a month, but with a scanty instead of a profuse flow. Concurrently 
with this she had pain in the right hypogastric and lumbar regions, 
and also severe headaches. Two years previous to admission r had 
been told by an Italian doctor that there was a small tumouf in the 
right side. This had now enlarged so as to be a lump in the right 
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iliac fossa appreciable to herself, and the pain had continued and 
become more severe. She therefore came into hospital prepared to 
undergo an operation. On palpation of the abdomen a smooth 
swelling could be felt on the right side, rising about two and a half 
inches above Poupart’s ligament. It was cystic in nature, and 
appeared to be fixed. Per vaginam the swelling could be felt 
depressing the vaginal roof posteriorly and to the right. It was 
smooth, round, soft, elastic and fixed, and was continuous with the 
swelling felt in the abdomen. The uterus was of normal size, but 
it was pushed forwards and a little to the left, and its mobility was 
impaired. 

At the operation, after adhesions had been separated, a large 
cystic mass was extruded from the wound. It consisted apparently 
of two portions—a hydrosalpinx of the right Fallopian tube, and 
a large darker cyst, bound to the hydrosalpinx by strong adhesions. 
The ovary was seen lying separately. The hydrosalpinx and 
adherent cyst were removed together. The ovary was left in situ. 

The parts removed were handed over to me for examination. 
I endeavoured first to find out whether there was any communication 
between the hydrosalpinx and the large cyst. The latter was placed 
above the tube, and was adherent to it for rather more than an inch 
along its upper border. I passed a fine probe down the tube, which 
was very slightly dilated at its uterine end, but could not make it 
pass from the dilated ampulla into the large cyst. Failing in this, 
I carefully separated the adhesions until the two were connected by 
a thin pedicle only, less than an eighth of an inch in diameter. 
Further efforts were then made to pass the probe, but without success. 
I then snipped through the pedicle and separated the cyst, no drop 
of fluid escaping. Whilst separating adhesions another small cyst 
was discovered tucked in between the hydrosalpinx and the large 
cyst, but communicating with neither. The large cystic mass 
measured 3}in. by 2}in. by 23in. The wall was exceedingly thin at 
places and translucent, especially at its upper pole, away from the 
Fallopian tube. When opened the contents were seen to be a clear 
yellowish fluid. On opening the hydrosalpinx the fimbrie could be 
seen radiating from a central band of fibrous tissue, which repre- 
sented the abdominal ostium. The contents of the tube were a clear, 
thin, practically colourless fluid. 

Various suggestions were made as to the origin of the large cyst, 
for example that it was a perimetric cystoma, but it seemed clear that 
microscopic examination of the wall was necessary before a definite 
opinion could be formed. The first sections cut not proving very 





A. Wall of cyst under low power showing plicie. 


B. Portion of plica under high power, showing the lining of definite 
colummar epithelium, 
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satisfactory, further portions of the wall were removed. On examin- 
ing the interior of the cyst slightly raised strands were seen, and on 
the supposition that these might possibly be plice, the sections were 
made to include them. Sections were also cut horizontally through 
the wall, and stained by Van Giesen’s method, to ensure that a small 
quantity of muscle which might be present should not be overlooked. 
The result of this section I may state at once. The fibrous tissue, 
stained red, very much predominated, but here and there were small 
areas stained yellow, with well-marked long nuclei, stained a dark 
yellowish brown, and there can, I think, be no doubt that these 
areas represented patches of muscular tissue, which had escaped the 
general fibrosis. 

The perpendicular section was stained with hem-alum and 
eosin. After several fruitless efforts a definite plica was discovered, 
and to prove that it was a ridge and not a fold serial sections were 
cut. The plica could be seen in every one of the series. 

Detailed description of one section. The wall is seen to consist 
mainly of fibrous tissue. At one or two places are a few fibrils with 
long nuclei which appear to be muscle fibres, but this is not nearly 
so obvious as in the section stained by Van Giesen’s method. No 
peritoneal lining can be made out on the outer surface of the cyst. 
(In regard to this I would point out that the wall was exceedingly 
thin and the sections consequently difficult to cut, so that it may be 
that the delicate peritoneum was lost in the preparation, or on the 
other hand that this large cyst growing above the Fallopian tube 
may have ruptured the peritoneum and entered the peritoneal 
cavity.) 

The inner surface is lined throughout by epithelium, partly 
flattened, partly cubical, and in the neighbourhood of the plica, and 
over the plica itself, columnar in character. The plica is seen to 
consist of two or three folds of connective tissue, covered throughout 
with a columnar epithelium, and having at its base a large blood 
vessel. Close to the large plica is a smaller fold, with its epithelial 
covering more flattened, but with two distinct blood vessels at its 
base, an artery and a vein. Further down the section is a space 
lined on both sides by a columnar epithelium. This appears to me 
to be without much doubt a sub-plical space. Vide Figs. 1 and 2. 

This perpendicular section, together with the horizontal one 
stained by Van Giesen’s method, seems to afford a fairly certain 
proof of the origin of this cyst from an accessory Fallopian tube. 
The points to which I would specially direct attention are (1) the 
muscle tissue found in the wall, (2) the epithelial lining, definitely 
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columnar in places, (3) and most convincing, the serial sections 
of a well-marked plica. If this view be correct the specimen is 
interesting as showing that cysts arising in this manner may reach 
such a size as to present identical clinical phenomena with a hydro- 
salpinx of the main Fallopian tube. 

Sections were also made of the wall of the smaller cyst mentioned 
above, but they were still more difficult to cut, and were not very 
successful. Although I personally believe its origin to be similar to 
that of the large cyst, I am not able to bring forward definite proof 
of this, which must remain only a conjecture. 

The sections were all cut and stained for me in the clinical 
laboratory of St. Thomas’s Hospital, and I must express my debt to 
Mr. Dudgeon, the superintendent of the laboratory. 

The woman made a rapid and uninterrupted recovery from the 
operation. 
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A Case of Abscess of the Uterus, developing during 
the Puerperium. Rupture into the Peritoneal 
Cavity. Abdominal Section. Recovery.* 


By ARrnotp W. W. Lea, M.D., B.S. (Lond.), F.R.C.S. (Eng.), Surgeon 
to the Northern Hospital for Women and Children, Manchester ; 
Assistant Lecturer on Obstetrics at the Victoria University of 
Manchester. 


Tue development of an abscess in the wall of the uterus is an event 
of sufficient rarity to justify the publication of every undoubted 
instance. In the case here related the abscess developed during the 
puerperal period in a patient who was suffering from gonorrhea at 
the time of delivery. Its existence was not suspected until the 
abscess ruptured into the general peritoneal cavity six weeks later. 
Abdominal section was then performed, and the condition recognised. 
The patient made a good recovery. The notes are as follows :-— 

Mrs. H., 8-para, was admitted into the Manchester Eye Hospital 
on May Ist, 1903, solely that she might be able to nurse her infant, 
which was suffering from acute gonorrheal ophthalmia. She had 
previously enjoyed good health, and none of her other children had 
had ophthalmia. During the later months of pregnancy she had 
profuse yellow discharge from the vagina, but this had not been 
treated. Labour was easy and rapid. She was attended by a 
midwife. Severe ophthalmia developed in both eyes of the child on 
the third day. This speedily resulted in perforation of the cornea, 
and the sight of one eye was lost. During the puerperium her 
general condition remained good until the 12th day. She then 
commenced to have severe hypogastric pain, but was able to get up. 
She was admitted into the hospital three weeks after delivery, and 
remained there nearly three weeks, getting up each day in the ward, 
but she states that she had continual abdominal pain during this 
time. No special record was kept of her condition, and the 
temperature was not recorded. 

On May 17th, 1903, six weeks after the delivery, she was suddenly 
seized with intense pain in the lower part of the abdomen, 
accompanied by a severe rigor. The temperature rose to 103°6° and 
the pulse to 130. I saw her late in the evening. The patient lay with 
her knees drawn up, and had an anxious expression on her face. ‘The 


* Read before the Obstetrical Society of London, January 6th, 1903. 
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temperature was 103°8°, pulse 132. The abdomen was extremely 
tender, and distended below the umbilicus. Per vaginam, the uterus 
was bulky and soft, slightly mobile, anteflexed and very sensitive. 
No definite swelling was felt in the region of the appendages or in the 
pouch of Douglas. Twelve hours later the patient’s condition was 
much worse; temperature was 104°2°, pulse 146, and respiration 
embarrassed. The abdomen was generally distended; vomiting had 
also come on during the night, and was incessant, bilious in type. 
The tongue was dry. 


Abdominal section was performed at 1 p.m. On opening the 
peritoneal cavity pus was seen around the uterus and among the 
intestines. On separating the coils of bowel lightly adherent to the 
fundus about four ounces of thick pus escaped. The finger passed 
into an abscess cavity in the posterior wall of the uterus, one inch 
below the fundus. This was irregular in shape, with edges soft and 
infiltrated, and during manipulation the finger slipped into the 
uterine cavity. The right ovary and tube were normal in size and 
apparently healthy. They had, however, been bathed in pus and 
were covered with recent yellow lymph. The left appendages were 
normal. As the uterus appeared to be otherwise healthy it was 
decided not to remove it. The right ovary and tube were taken away 
as it was thought probable they had become infected. Throughout 
this procedure the peritoneal cavity was continuously irrigated with 
normal saline solution. 


Posterior vaginal section was now performed, and a large-sized 
indiarubber tube passed from the lower part of the abdominal wound 
into the vagina. The abscess cavity in the wall of the uterus was 
packed with iodoform gauze, which also loosely filled the pouch of 
Douglas, and was brought out into the vagina. The abdominal 
wound was united by through and through silkworm gut sutures. 


The patient was somewhat collapsed, but speedily rallied with the 
usual restoratives. Vomiting ceased almost immediately. The 
temperature varied from 100° to 101° for several days, becoming 
normal on the tenth day. The bowels acted well on the third day. 
The indiarubber tube was irrigated through into the vagina twice 
daily for a week and then once daily. The gauze was removed on the 
fourth day. The tube was gradually shortened from below, and at 
the end of three weeks was removed entirely from the vaginal wound. 
A recent examination (December 28th, 1903) shows that the uterus is 
normal in size, anteflexed and movable. There is no swelling in the 
region of the appendages or pelvic peritoneum. Menstruation is 
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regular, painless and normal in amount. The abdominal scar is quite 
sound. 


The successful result of this case is largely attributed to the great 
care and attention bestowed on the after-treatment by Drs. McNabb 
and Wharton, House Surgeons to the Hospital. 

It is well known that in cases of septic or gonorrheal infection 
of the endometrium the organisms may invade the mesometrium, 
producing areas of leucocytic exudation. It is, however, very rare 
for these to terminate in the formation of an abscess of considerable 
size, although it is not uncommon in cases of severe infection to find 
minute foci of suppuration in the uterine wall. In this instance 
there was no history of injury or placental retention to suggest any 
cause for the localisation of the infective focus. The occurrence of 
acute purulent ophthalmia in the infant is strong clinical evidence of 
the presence of gonorrhea, and it is probable that the uterine cavity 
became infected after delivery. No bacteriological examination of 
the pus was made, and it is therefore possible that the infection may 
have been of a “ mixed ” type. 

The slow development of the abscess is a noteworthy feature. 
The patient suffered from pain in the lower part of the abdomen, 
intermittent in character, and often severe for nearly four weeks. 
She was not, however, compelled to keep in bed. Perforation was 
immediately followed by very severe peritonitis. 

The symptoms of abscess of the uterine wall must often be 
obscure. The condition is frequently complicated by intra-peritoneal 
inflammation which must render its recognition in many cases almost 
impossible. 

Von Franqué* recently collected 15 undoubted cases of abscess of 
the uterus, and mentions the following points as suggestive of this 
condition : — 

1. Pyrexia. This often commences suddenly, and is accompanied 
by rigors. The fever, however, presents nothing characteristic, but 
may continue indefinitely, especially in the gonorrheal cases. 

2. Pain. This is usually severe, paroxysmal in character, and felt 
in the lower part of the abdomen. 

3. Physical signs. The uterus is enlarged, softened and very 
sensitive. In some cases a rounded swelling has been detected, often 


situated asymmetrically, and accompanied by signs of pelvic 
inflammation. 


* Centralb. fur Gynikol., No. 20, 1902. 





162 Journal of Obstetrics and Gynecology 


It is obvious, however, that these symptoms are not very definite. 
A small infected myoma of the uterus would produce quite similar 
symptoms, and it would be in many cases impossible to distinguish 
between this and an abscess. 

Abscess of the uterus usually terminates in perforation. According 
to von Franqué this most often takes place into the peritoneal cavity. 
In two of his cases the abscess perforated into the uterus, and in one 
case into the rectum. 

The prognosis after perforation into the peritoneum is very grave. 
Seventy-five per cent. of the cases end fatally from general peritonitis 
unless operation is performed. 

The treatment of abscess of the uterine wall must often be 
difficult. If the abscess is suspected any attempt to open and drain 
from the uterine cavity would be extremely dangerous. In the 
more chronic cases, and especially if multiple abscesses are present, 
vaginal hysterectomy would be the best course to adopt. If perfora- 
tion occurs, as shown by symptoms of acute peritonitis, abdominal 
section should be carried out without loss of time. If the abscess 
is single and the uterus is otherwise fairly healthy, and if one or both 
appendages are normal, conservative measures should be adopted. 
If the uterine wall is extensively infiltrated with pus supra-vaginal or 
total hysterectomy should be performed. If it is decided to leave 
the uterus it is essential to provide sufficient drainage. This is best 
carried out by incision of the posterior cul-de-sac, and the introduc- 
tion of a large-sized drainage tube, which allows of frequent 
irrigation. Gauze packing alone is not sufficient. 
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CRITICAL REVIEW. 


The Blood Examination in Abdominal and Pelvic 
Diseases. 


By E. Scorr-Carmicwart, M.B., F.R.C.S.E., 

Surgical Registrar, Royal Infirmary, Edinburgh. 
Durine the last two years the value of the blood estimation in 
abdominal inflammations has received much attention by surgeons. 
Although the examination of the blood is not of recent date in these 
conditions, as it was recognised more than 20 years ago by Hayem 
and Patrigen, it required the stimulus given to it by Ciirschmann in 
1901 to bring it into that prominence which it now takes amongst the 
various signs of abdominal disease. 

To review all the literature which has appeared on the subject 
during the last two years would be impossible, as most observers 
corroborate each other, and agree as to its value as an aid to the 
diagnosis of suppurative conditions. In examining the blood in 
these conditions the changes most are marked in the leucocytes, with, 
to a lesser extent, changes in the red blood cells and hemoglobin. 
The leucocyte examination affords us valuable information by 
estimating (1) the increase or decrease in the number from the normal 
(5,000—8,000) ; (2) the proportion of the different forms of cells to 
one another, more especially the polymorphonuclear leucocytes; 
(3) the iodophile reaction of the cells, or the staining of the glycogen 
by Ehrlich’s reaction. 

For clinical purposes we may consider the quantitative count 
sufficient in the large majority of cases, while the qualitative count 
and iodophile reaction must be used as auxiliaries in doubtful cases. 
The examination of the leucocytes cannot be considered complete 
without having had recourse to all these three methods. In most 
of the writings on the subject it is only the total count which 
is recorded, much less having been written on the qualitative 
estimations and still less on the iodophile reactions. 

The diseases upon which the greater number of observations have 
been made are appendicitis, perityphlitis, general suppurative 
peritonitis, liver abscess and other abdominal conditions, while in 
gynecological disease, pelvic exudations, puerperal fever and tubal 
swellings are the conditions in which the leucocyte count is of greatest 
value. For the above abdominal conditions we may consider the 
conclusions of Ciirschmann as those most usually accepted, and 
corroborated by other observers. They are shortly as follows :— 
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1. In the large majority of cases the leucocytic count enables one 
to distinguish the simple or so-called fibrinous cases of appendicitis 
from those passing on to abscess formation, where fluctuation, 
temperature and diagnostic puncture fail. 

2. The non-suppurating cases are characterised by either no 
increase or only a slight increase at the commencement of the disease 
when no abscess is present, and then it is only transient. In these 
cases the number reaches only in very extreme cases 20,000. 

3. If the numbers rise in the first few days and remain increased, 
one is justified in diagnosing abscess formation, and surgical 
interference is indicated. 

4. A number of 25,000 or over, remaining for some time or even 
transient is almost a certain sign of abscess formation. 

5. After emptying an abscess the number of leucocytes falls 
quickly. If they do not fall one must suspect retention or the 
presence of a second abscess. 

6. The condition of the temperature in abscess formation is not 
nearly so reliable as the leucocyte count. 

Other observers do not add much to these conclusions, but a recent 
paper by Federmann from examination of a large number of 
appendicitis cases, draws attention to the value of the leucocyte curve 
or the repeated estimation of the leucocytes in these conditions. He 
shows that the leucocyte curve in appendicitis rises till the third day 
when it reaches its highest. The severer the case the nearer to the 
onset of the disease is the summit of the curve. Often on the second 
day in a severe case the leucocytes have come down to normal, and the 
patient has subsequently died. Leucocytosis persists or increases as 
long as toxines resulting from bacterial infection exercise a 
stimulating action on leucocyte formation. A fall in the number of 
leucocytes is a sign of general infection. Thus operative interference 
on an inflammatory area where the leucocyte number is low is useless 
as the infection has already become general. A high leucocytosis in 
general peritonitis is always a favourable sign. 

In ordinary cases the temperature and leucocyte curve are almost 
synonymous. During the first 48 hours the leucocyte curve is of 
least worth, because all types of perityphlitis, whether they be 
perforative, abscess-forming, or lead to general peritonitis, have an 
initial leucocyte rise. During the first three days of a general 
peritonitis there is a leucocyte fall. If severe symptoms persist after 
the fourth day, and there is a leucocytosis, a general peritonitis can 
be excluded. If after a week there is a high leucocytosis an abscess 
is almost certainly present. A high leucocytosis during the first 
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48 hours is not an indication to operation, but after the third day 
when a high leucocytosis is associated with severe clinical symptoms 
operation is most certainly indicated. The leucocyte curve is of 
greater value than the actual count; a high leucocyte count affords 
always a good prognosis. 

In gynecological diseases the lead in making use of the leucocyte 
count in pelvic conditions has been taken by Diitzmann, of Berlin. 
He examined 223 cases, making over 2,000 blood counts, and from 
these draws some interesting and instructive conclusions, and he 
sums up his article with the following :— 

1. The counting of the leucocytes in cases of exudations is of 
great value in determining the presence of pus, and as an indication 
for operative interference. 

2. The iodophile reaction of the leucocytes in doubtful cases 
increases the certainty of diagnosis. 

3. The estimation of the leucocytes in diseases of the adnexa, 
whether they be purulent or not is a valuable means of differential 
diagnosis and is of importance in determining whether a vaginal or 
abdominal operation should be performed. 

4. In myoma, carcinoma, and ectopic gestation, it is often the 
only sign of the presence of a purulent collection, whether it be in 
the tubes, in a hematocele, or in the uterine cavity. 

5. Tuberculous pus causes no increase, and gonorrheal pus only 
a slight increase in the leucocytes. which can be explained by the 
greater tolerance and less power of absorption of the peritoneum for 
these bacteria and their toxines. 

6. In cases of large ovarian tumours, especially where the pedicle 
is twisted or peritonitic irritation is present, marked leucocytosis, 
without any pus being present, occurs, but in these cases the iodophile 
reaction of the leucocytes is not present. 

7. In sepsis the leucocyte count affords a valuable means of 
prognosis, continuous leucocytosis being a favourable, and a diminu- 
tion in their number being an unfavourable sign. This peculiarity 
may, perhaps, afford an indication for operation in puerperal fever. 

8. In eclampsia the leucocytes increase or not, much as in cases 
of sepsis, the seizures becoming less frequent when there is marked 
leucocytosis, while a normal or subnormal number of the leucocytes 
associated with increase in the number of fits, gives a more serious 
prognosis. The results of these examinations support the idea that 
eclampsia may be an infective disease. 

One must look upon leucocytosis in gynzcological disease an an 
extremely valuable sign taken along with other clinical signs or 
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symptoms. It is not so much a single leucocyte count that is of 
value, but repeated and systematic estimations, in conjunction with 
the pulse and temperature records. It is necessary to remember 
certain physiological causes of leucocytosis, as for instance pregnancy. 
There is a general rise in the later months of pregnancy, with a 
marked further rise during labour. Immediately after labour there 
is a steady decrease of the leucocytes to the normal, which continues 
to the end of the first week. A sudden rise again during that time 
betokens some inflammatory condition. In puerperal fever the 
leucocytosis is not high, usually a count of 10,000 to 15,000 being the 
average. If there is a rise above this number, one must suspect the 
presence of a pelvic exudation going on to suppuration, or pyzemic 
abscesses in other parts of the body. When these are present, the 
leucocyte count runs up to 20,000 or more, and a rise above this 
number in an acute case and of more than 24—48 hours duration is 
almost conclusive of the presence of pus. 

In pelvic exudations, whether puerperal or post-operative in 
origin, leucocytosis is a most valuable indication to operative inter- 
ference. Not only in acute cases is it of value but also in the more 
chronic parametric swellings. In these cases the leucocyte count is 
never so high as in the acute conditions, and a moderate count of 
15,000—18,000 in a subacute case with normal temperature must 
always be suggestive of the presence of pus. The more chronic the 
case, the greater importance must be attached to a leucocytosis even 
though it be not a very high one. In very chronic cases where there 
is a thick-walled abscess, there may be no leucocyte rise at all. 

Passing to tubal conditions, the blood estimations in them must 
be considered of great value in differential diagnosis. In sactosalpinx, 
of streptococcal origin, there is a leucocytosis varying in height from 
20,000 to 40,000 according to the acuteness of the case, while in the 
gonococcal variety there is not such marked increase, the tubercular 
being characterised by a normal count or even a leucopenia. In 
hemorrhagic sactosalpinx or ectopic gestation there is no leucocytosis. 

In ovarian tumours there is sometimes a marked leucocytosis. 
According to Bender, the benignancy or malignancy of a tumour 
cannot be determined by the absence or presence of a leucocytosis 
alone, but a leucocytosis associated with diminution in the number of 
red-blood corpuscles is suggestive of malignancy. Where a leucocy- 
tosis is present in an ovarian tumour without any change in the red- 
blood cells, one must think rather of peritonitic complications or a 
twisted pedicle. In uterine conditions, a leucocytosis is always a 
sign of sepsis when associated with a myoma or a carcinoma, and 
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important as an indication of the degree of sepsis, before proceeding 
to operation. 

The qualitative blood count, which, according to Gulland, is of 
more importance than the quantitative, has not received the attention 
at the hands of clinicians which the latter has. This is only to be 
expected, for the latter is easy to master and can be carried through 
in a short time, while the former is more difficult and takes a very 
much longer time to estimate. From the point of view of the 
clinician, one must consider the quantitative count as sufficient in at 
least four-fifths of the cases, and in the remainder further aid must 
be got by the qualitative count and the iodophile reaction. 

Longridge is one of the few observers who has examined 
systematically the differential count. In two recent papers, he 
draws attention to the value of the differential count in 
some cases where the quantitative count alone failed to give 
satisfaction. When the polymorphonuclear leucocytes rise above 
80 per cent. in spite of a low total count, one must suspect 
abscess formation or severe toxemia, but this sign itself must not be 
taken as infallible. In Longridge’s cases, two in which the highest 
percentage of polymorphs was present (over 90 per cent.) were cases 
of general peritonitis, showing that severe general toxemia causes a 
high polymorphonuclear count. A high polymorphonuclear count 
may be present with a low total count, and in these cases one must be 
guided rather by the former than by the latter as an indication to 
operation. 

Gulland lays stress on high polymorph percentage rather than on 
high leucocytosis, but in certain chronic abscess cases this fails as 
well as the total count. For clinical purposes undoubtedly the total 
count will afford sufficient information in the large majority of cases, 
and it is only in doubtful cases, and where the total count does not 
agree with clinical symptoms that one must have recourse to the 
differential count. Even where there is a low leucocyte count, and 
this would appear to be in the more chronic cases, a high differential 
count above 80 per cent. of polymorphs must be considered an indica- 
tion of a serious toxemia. 

Locke has made the most thorough observations on the iodophile 
reaction. In 25 cases of local abscess or sepsis, the reaction was 
positive in all but three cases. It was marked in cases of septicemia 
or where local abscess was present, and disappeared within 24 hours 
of the drainage of an abscess. In a number of cases of general 
peritonitis it was always present even where the leucocyte count was 
small. It apparently is the most certain sign of a toxemia. 
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Gulland lays down the following rules in using the blood examina- 
tion. If a leucocytosis of 20,000 or more is found, the condition is 
serious and demands operation unless the count rapidly falls with 
improvement of symptoms. If the count is below 20,000, make a 
count of 500 cells. If 80 per cent. or more are polymorphs, then 
operate, but if the proportion is between 70 and 80, operation is 
probably also indicated, except perhaps in the hopelessly septic 
cases with a low leucocyte count. 


The red-blood corpuscles and the percentage of hemoglobin afford 
little help in diagnosis, although in acute toxemias the amount of 
both is very considerably diminished. Their diminution, along 
with a slight leucocytosis, according to Bender, isa sign of malignancy 
in tumours. 

In conclusion, one must not expect too much of leucocytosis as a 
sign or symptom. It is undoubtedly more reliable than the 
temperature in the diagnosis of pus, especially in the more chronic 
cases. Those who rely on it entirely and alone will undoubtedly be 
led into error. The tendency to look upon a certain definite number 
of the leucocytes as indicative of pus must be avoided. Practical 
experience can alone determine the probability in each case. 
Speaking generally, the degree of leucocytosis in purulent affections 
of the female genital organs is less than in such conditions as liver 
abscess and suppurative appendicitis. ‘The more chronic the 
suppuration the less the degree of leucocytosis, so that even slight 
leucocytosis in a very chronic case must be looked upon with 
suspicion. 

In gynecology it forms a most valuable aid to the differential 
diagnosis of tubal conditions, and is often of great value in 
determining the advisability of an abdominal or vaginal operation. 
In no gynecological swelling of a doubtful nature should the 
leucocyte count be omitted. The leucocyte estimation should be 
made regularly at frequent and regular intervals, and its curve 
compared with the temperature. In many cases after operation has 
been performed it is advisable to continue the leucocyte count, as it 
frequently indicates the completeness or otherwise of the drainage 
in suppurating cases. 

The leucocyte count is as important in a gynecological case as the 
examination of the urine in any general disease. It may often betray 
an inflammatory condition previously unsuspected. 

The relative value of the quantitative and qualitative count is 
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open to opinion. For the clinician the quantitative count is easily 
performed, and is sufficient alone for the majority of cases. The 
qualitative count is required in a minority of cases, but its 
value is much diminished by the fact that much experience is 
required for its enumeration, which cannot easily be gained by the 
ordinary clinician. In the hands of the laboratory expert it is 
probably of more value than a quantitative count for diagnostic 
purposes. The same may be said of the iodophile reaction. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


A Method of Determining the Internal Dimensions, 
Configuration and Inclination of the Female Pelvis. 


Exrenrest (Huco). Amer. Journ. of Obst., November, 1903. 





Tue method is executed in practice by means of two instruments 
invented by D. J. Neumann of Vienna and the author, and called 
by them the pelvigraph and kliseometer. The pelvigraph consists 
of two portions, one used for registering purposes the other for 
exploration. The construction of the instrument is too complicated 
to be briefly described, but its object is to furnish an exact sketch of 
all the pelvic diameters upon the draughting board fitted to the 
registering portion. In order to reach the various points in the bony 
pelvis through the small vagina, the exploring arms have special 
curves adapted for special points. 

The kliseometer is of simple construction and is used to determine 
the inclination of the pelvis. It consists of a rigid arch with a 
terminal knob; at its other extremity is a cylindrical carrier. The 
latter is attached in such a fashion that a rod sliding through this 
carrier will always move upon an axis running through the centres 
of the cylindrical carrier and the distal knob. The internal end of 
this rod terminates in a knob; to the external end a disc is attached. 
The disc is rotatory and can be fixed in any position by a thumb-screw. 
Its surface is divided into degrees and to its surface is attached a 
spirit level. The arrangement is such that a small pointer, slightly 
overlapping the disc will designate zero if the axis of the instrument 
represented by a line through the centres of the two knobs, be 
horizontal. The two ends of the external conjugate are marked. The 
patient is standing. The two knobs are brought into contact with 
the previously marked points. The disc is rotated until the spirit 
level marks horizontal; the pointer then shows the angle of the 
external conjugate to the horizon. By a combination of the two 
instruments the exact inclination of the true conjugate can be 
accurately ascertained. 

Joun T. Hewerson. 
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Two Cases of Ovarian Gestation. 


Micnotitscn. Zentral. fiir Gynikol., 1903, No. 51. 


ANATOMICALLY, both cases were quite similar. In each there had 
been early rupture of the ovarian capsule with the formation of a 
mole and a hematocele. The mole in the one case was the size of a 
hen’s egg, in the other the size of a small fist. In each there was a 
central cavity lined by amnion which bulged into it owing to effusion 
of blood in the chorio-amniotic space. The embryos were not 
present. In both instances ovarian stroma surrounded the mole 
except at the point of rupture; at this spot the mole projected beyond 
the capsule. The latter contained definite Graaffian follicles as 
discovered microscopically. There was no decidual tissue in the 
ovary. A peculiar change in the vessels was noticeable in the gravid 
ovaries. The walls were distended and surrounded in places by 
spindle-shaped homogeneous masses in which single connective tissue 
corpuscles lay scattered. There was nothing to show how the 
embedding of the ovum in the ovary occurred; no extension of 
Langhans’ cells into the ovarian stroma was found, nor could it be 
determined whether the embedding of the ovum had taken place in 
a follicle, since the presence of lutein cells was not proved. It is 
definitely stated that the tubes in both cases were intact; the fimbrie, 
and particularly the ovarian fimbrize, were completely free. 
Clinically, both cases resembled each other closely; in each there had 
been continuous hemorrhage after a period of two months’ 
amenorrhea. There had been no crisis in either case, although 
each gestation sac had ruptured. Micholitsch thinks that before 
rupture of an early ovarian gestation such symptoms of pain as we 
are accustomed to meet in early tubal pregnancy are more seldom 
observed. The specimens were obtained by colpotomy, and the 


results of both operations were good. 
Curnpert Lockyer. 


The Influence of Asphyxia on Uterine Contractions. 


AvupEBERT. Annales de Gynécol. et d’Obstét., December, 1903. 


Tue author reports a fatal case of pneumonia in a pregnant woman, 


and gives details of the influence of pneumonia on the uterine pains. 
The patient, et 40, was suddenly attacked with a rigor, and three 
days afterwards well-marked pneumonia of the right lung was 
discovered; she was pregnant seven and a half months, and it was 
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evident that premature labour threatened. Her condition was very 
serious; the temperature 103—104°, pulse 120, dyspnea severe, 
accompanied with blood-stained expectoration. The uterus was the 
size of 7} months, and the child, alive, presenting by the breech. 
On examination per vaginam the cervix was relaxed and the 
membranes could be felt, but the uterine contractions were feeble and 
infrequent. The urine contained a large amount of albumen. On 
the following day the patient was much the same, but all uterine 
contractions had ceased. It was not thought wise to interfere 
artificially with the uterus. In the evening of the same day labour 
came on somewhat suddenly. A female child (weight 1840 grammes) 
was born in a condition of apnea, but revived. During the third stage 
the uterus contracted very feebly, and the patient lost a large 
quantity of blood. After delivery the patient for a few hours 
improved considerably, but later dyspnea recurred, the pulse rose to 
130, and the temperature ran up to 103°4° Hypodermic injections of 
caffeine were used as well as artificial serum. The signs of pneumonia 
became more marked, and the breathing very oppressed. The patient 
rapidly became worse, and she died the next day. The child, which 
had been placed in an incubator, only lived a few hours. 

The author remarks upon the grave prognosis of pneumonia in a 
pregnant woman, the mortality being as high as 40 per cent. This 
mortality seems to be increased if premature labour occurs or if the 
labour is induced. If the pregnancy goes on the mortality is much 
less—15 per cent. In pneumonia, delivery is followed in most cases 
by a temporary improvement, but in a few hours the symptoms return 
and in grave cases are rapidly fatal. It is only in slight cases of 
pneumonia that the pregnancy goes on; severe pneumonia leads to 
premature labour or abortion in nearly 50 per cent of the cases noted. 

With regard to treatment in the case quoted, the infection was so 
acute that medical measures had little effect. Another point of 
interest is the possibility of the transmission of the disease from 
mother to foetus since the pneumococcus has been demonstrated in 
the placenta by de Friedlander, de Netter and Talamon. Bacterio- 
logical examination in the author’s case was negative, and as no post- 
mortem was made on either mother or child the real cause of fetal 
death was uncertain. 

In conclusion, Audebert remarks on the insidious onset of labour 
in his case, which, he says, is the rule in pneumonia, and, contrary to 
the teaching of some authorities, he does not believe that mere 
asphyxia has any true ecbolic action, but that if the ovum is expelled 
in such cases that the true cause is to be sought for in the infection 
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itself, 2.e., the microbes or their toxins, which provoke uterine con- 
tractions. Thus pneumonia may be classed with such diseases as 
albuminuria, and therefore it is a true intoxication quite apart from 
asphyxia. In grave cases of pneumonia there is toxemia with the 
entrance of micro-organisms into the blood which act on the uterine 
muscle, producing abortion or premature labour; while in less grave 
cases (benign pneumonia?) there is neither generalisation nor 
toxemia, and the pregnancy may continue to term. 
C. Husert Roserts. 


Thinning of the Wall of a Gravid Uterus Bilocularis. 
Jurinka. Zentralblatt fiir Gyndkologie, 1903, No. 45. 


Tue patient was aged 32 years. She complained of great pain in 
the right pelvis. The last period was at the end of October, 1902. 
The pain started the Christmas following. The menses had previously 
been regular, but always painful. Six years before there had been a 
premature labour at the eighth month; the child lived. It was found 
on examination that the uterus was enlarged, anteverted and pushed 


to the left by a tumour occupying the right side of the pelvis and 
continuous with the uterus itself. This swelling was oval 
in shape and of a soft, doughy consistence. Pressure over it gave 
rise to great pain. The left appendages were normal, the right ovary 
and tube could be felt by the side of the right tumour and the tube 
was demonstrated to proceed from it. The vulva, vagina, and portio 
showed changes incidental to pregnancy. Interstitial gestation was 
thought of, but tubal gestation at the uterine end could not be 
excluded. A developmental error was thought possible, but having 
regard to the extreme pain the patient was suffering, an operation was 
decided upon and retro-peritoneal hysterectomy was carried out on 
19th January, 1903. The parts removed proved on examination to be 
a bi-partite uterus and the right Fallopian tube and ovary. The left 
segment of the uterus was normal in shape, enlarged, and filled with 
a decidual membrane; attached to it was the egg-shaped fluctuating 
right half of the organ. On frontal section of both parts they were 
seen to be divided by a septum which passed from the fundus down to 
the internal os, but this aperture was not divided into two. The 
cavity of the gravid right half measured 9 x 6em., and contained an 
embryo of the male sex about fourteen weeks old. The gravid 
cavity showed marked thinning of its walls. Whilst the wall of the 
left (non-gravid) half measured 20mm. in thickness, that of the right 
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gravid part measured 15mm. at the internal os, and only 3mm. at the 
fundus. Microscopically, the muscle bundles were separated by 
hollow clefts; the muscle cells and the veins were normal, and there 
were no hemorrhages to be seen. The case was clearly one of uterus 
bilocularis unicollis. Such uteri are functionally normal, the two halves 
alternating in the menstrual process; pregnancy generally runs a 
normal course. In both halves a decidua forms, and the septum does 
not obstruct labour. In the present case it was not possible to say 
which horn became pregnant on the previous occasion. 
CurHBert LocKYER. 


A Case of Post-Partum Hzmatometra. 
Frevx. Annales de Gynécol. et d’Obstét., November, 1903. 


ALTHOUGH hematometra is from time to time met with owing to 
congenital stenosis, it is very rarely due to traumatic cicatricial 
contraction after labour. The author reports such a case, however, 
in a lady, et. 37, after a very severe labour with contracted pelvis 
in which the forceps were applied three times. The child was born 
dead with cranial injuries, and there were very severe lacerations of 
the vagina and cervix. The patient recovered, but passed many 
large sloughs during the fifth and sixth days following delivery. 
The lochia ceased suddenly on the tenth day. She got up at the end 
of the month, but on the 40th day was seized with severe pains 
in the abdomen and loins. These lasted a fortnight, but there was no 
return of the periods. Three months after delivery, the pain came 
on with renewed severity. The patient thought she was again 
pregnant. Fieux examined her with regard to this point three 
months after delivery, and found a hypogastric tumour in the middle 
line of the abdomen corresponding to a pregnant uterus at 
3 or 34 months. On examination per vaginam, no cervix could be 
detected or only a small depression situated on a curious smooth 
bulging swelling. There was indefinite fluctuation between this mass 
and the hypogastric tumour. Hematometra due to cicatricial 
obliteration of the cervix was diagnosed. Operation was advised, 
but the next day the patient suddenly lost a considerable quantity 
of clots and dark syrupy blood. The loss continued for some 
hours. Twelve days later the pains recommenced, but Fieux found 
the uterus almost normal in size, and was able to make out a structure 
somewhat like the cervix, though the canal only admitted a very fine 
probe. Ten days later the patient again complained of abdominal 


\ 





Current Literature: Obstetrics 175 


pain, and there was a fresh loss of dark blood mingled with pus. The 
cervix was then incised with a bistoury and the orifice enlarged with 
Hegar’s dilators. A large quantity of pus and blood escaped. This 
operation was followed by two further dilatations of the cervical 
canal, and a permanent aluminium drainage tube (Lefour’s) was 
inserted. Two months later the patient was well and the periods had 
returned. Fieux comments on the rarity of such a case, (flat pelvis, 
diamétre utile=8cm.) and where the vaginal vault and cervix are the 
seat of profound cicatricial contraction, the author advises delivery 
by symphysiotomy or Cesarean section. 
C. Huserr Roperts. 


On the Anatomy and Pathology of the Placental Syncytium in the 
Pregnant Uterus. The Influence of Cardiac and Renal 
Disease on the Uterine Muscle. Atony of the Uterus; 
Adherence of the Placenta; Rupture of the Uterus. 


Kworostansky. Archiv fiir Gyndkol., 1903. Bd. 70, Ht. 1. 


Tuts writer records 26 cases in which he examined the pregnant 


uterus microscopically. The paper contains a mass of information in 
addition to that given in the following summary :— 

Fetal elements, syncytium and Langhans’ cells are found in the 
muscle of all gravid uteri from the first to the tenth month, and can 
be found for several weeks in puerperal uteri. Under the influence 
of cardiac lesions, renal disease, uterine tumours, lesions in the 
mucosa and all conditions interfering with the nutrition of the 
placenta, foetal elements grow into the deep portions of the uterine 
muscle, whence they can be carried by the circulation to the lungs 
and elsewhere. These foetal structures cause some “ swelling ” of the 
surfaces on which they come to rest, but no necrosis. The diagnosis 
of syneytioma malignum may be very difficult, and can only be made 
after complete study of all the uterine elements. The diagnosis is 
positive only after the discovery of boundless and formless growths 
of foetal elements in the musculature. Isolated rows of fetal cells 
between muscle and fibrous bundles are not enough; there must be 
many layered masses of new growth, whose destructive action on the 
tissues must also be observed. The overgrowth of foetal epithelium 
in the uterine vessels results in adherence of the placenta in the 
neighbourhood and in atony of the uterus. Normally no new muscle 
fibres are formed during pregnancy, but the old ones enlarge, 
retaining their powers of relaxation and contraction. Under the 





176 Journal of Obstetrics and Gynecology 


influence of heart disease, nephritis, anemia, eclampsia and sepsis 
the musculature becomes more than usually hypertrophied, and 
hyaline degeneration occurs, with fibrillary and molecular destruction 
and vacuole formation. Fatty degeneration is of no importance, as 
it is normal in the puerperal uterus. In degenerations, whatever 
their nature, the musculature loses its powers of relaxation and 
contraction, leading to uterine inertia, atony and rupture. Placental 
tissue shows great powers of compensatory hypertrophy, and when 
portions of the placenta are destroyed by various lesions life is often 
maintained by the remainder. Infarction is favoured by heart and 
kidney disease and by failure of the fetal circulation. Necrosis of 


the placenta follows its early separation from the uterus by blood- 
clot. 


W. E. ForuerGitt. 


On the Passage into the General Maternal Circulation of Alcohol 
which has been introduced into the Liquor Amnii. 


Nictovux (Maurice). Bulletin de la Soc. d’Obst. de Paris, June-July, 
1903, Nos. 6, 7. 


Nictovux has already demonstrated that alcohol introduced into the 
stomach of a pregnant animal will find its way quickly into the 
liquor amnii. It has been demonstrated that sulphate of strychnia 
(Bar) and iodide of potassium (Toerngren) both pass from the liquor 
amnii into the maternal circulation. Nicloux has injected alcohol 
into the liquor amnii of guinea-pigs and bitches, and he has found 
that it rapidly passes into the maternal blood. 


G. Drummonp Rosrnson. 


Three Cases of Death of the Child During and Immediately after 
Delivery. 


Hammer (Fritz). Zeitsch. fiir Geburts. und Gyndk. Bd. 50, Ht. 2. 


Tue author refers to the difficulty of answering the questions as to 
whether the child died during or after delivery in cases of conceal- 
ment of birth, and reports two cases which may throw light upon this 
question, although the patients in question were under careful 
observation in clinics. The first child was born alive, but died half 
an hour after delivery; the post-mortem examination gave no certain 
indication as to the cause of death. Microscopic examination of the 
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child’s heart and lungs, however, disclosed severe changes, which 
might very well have accounted for death; the heart muscle fibres had 
lost their transverse striation and showed everywhere a granular 
degeneration; the alveoli of the lungs were partly collapsed and 
partly slightly opened; the connective tissue of the septa showed 
great thickening and proliferation. Light appeared to be thrown 
upon the cause of these cardiac and pulmonary changes by the second 
case. Here the child was born dead, but without signs of maceration ; 
both lungs floated in water; there was granular fatty degeneration of 
the heart muscle, and, as in the former case, the septa between the 
pulmonary alveoli were enormously thickened by connective tissue. 
In this case the placenta was firm, like leather, and contained 
comparatively little blood; the sub-chorial decidua was enormously 
developed, its cells degenerate and staining badly; the larger 
chorionic villi were thick and fibrous; the vessels showed thickened 
walls and in some of them the lumen was occluded; the condition 
was one of chronic inflammation of the placenta. Hammer discusses 
the cause of the condition, and is of opinion that syphilis can be 
excluded in his cases, and that the changes described in the child 
and the placenta depend upon toxines circulating in the blood, and 
probably derived from a latent microbic endometritis. He insists 
that children who have undoubtedly been born alive and who show 
no organic changes recognisable by the naked eye may have died a 
perfectly natural death without any blame being due to the mother. 


Tuomas WILSON. 


Injuries and Infections of New-born Children. 
Snow (Irvine M.). Archives of Pediatrics, September, 1903. 


NeaRLy one-tenth of the race succumb in the first month of existence. 
The maternal mortality has decreased enormously as a result of 
scientific treatment, whereas infant mortality remains lamentably 
high. Out of 1,439,000 births collected by Eross from the capitals 
of Europe, 9°5 per cent. died in the first four weeks of life. In 
Budapesth, where the mortality of the first month is 8°11 per cent., 
he discovered that of these 37 per cent. died in the first week; 29 per 
cent. in the second week; 21 per cent. in the third week, and 13 per 
cent. in the fourth week. Johannessen states that the susceptibility 
to disease lessens with each month of life. The modern records of 
Norway are the lowest in the world, infant mortality during the first 
month of life being only 3°38 per cent. Careful records of the 
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Norwegian parish of Gloppen have been kept for over 200 years, and 
between the years 1687—1711 the mortality during the first month 
was 12°87 per cent., whereas now it is only 3°38 per cent. In the city 
of Prague the mortality during the first month is 14°2 per cent.; in 
Prague Hospital it is 3°3 per cent., showing conclusively that the life 
of the newly-born is most favourably influenced by good midwifery 
and nursing. 

A large number of premature children die not from immaturity, 
but from pulmonary or gastro-enteric infections, or cranial 
hemorrhage. Mortality of early life is due to (1) immaturity, (2) 
malformations incompatible with life, (3) asphyxia and atelectasis, 
(4) injuries of parturition, (5) infections. Conditions of asphyxia 
and intra-cranial hemorrhage are closely associated. The effect of 
prolonged labour and abnormal presentations not only favours 
aspiration of foreign substances into the lungs and paralyses the 
medullary respiratory centres with CO,, but it causes central 
hemorrhages from traumatism. The intense congestion of dystocia 
may cause rupture of fragile vessels. Hemorrhage is the most 
common lesion found in infants still-born or dying soon after birth. 
Dr. Herbert Spencer, in his critical examination of 130 infants dying 
in the first few hours of life, found in 67 per cent. injuries to the 
brain, congestion or hemorrhages. Such cases may die without 
symptoms, or may show cyanosis, irregular respirations simulating 
atelectasis, or there may be convulsions, opisthotonus, rigidity, 
quivering, etc. They generally die before the fourth day; if they 
recover they may show mental weakness or some form of paralysis or 
epilepsy. Malpresentations and prolonged labour are the great causes 
of meningeal hemorrhage; its treatment is almost hopeless. Asphyxia 
and atelectasis accounts for 3°6 per cent of deaths. This may be due 
to the same conditions of dystocia as cerebral hemorrhage, or it may 
be congenital where the labour is easy. The symptoms consist of 
cyanosis, irregular rapid breathing, subnormal temperature, and a 
refusal to take food. Such should be treated by oxygen, mustard 
baths, artificial respiration, forced feeding, and hypodermic stimula- 
tion. Sepsis accounts for a large number of fatalities in the newly- 
born. The avenues are the eye, ear, nose, mouth, skin, umbilicus, 
digestive and respiratory tracts. The resistance of the newly-born 
is very low, owing to the deficient leucocytosis and imperfect 
lymphatic apparatus. When puerperal fever prevailed young infants 
were frequently infected through their mother’s milk. In Prague, 
after the introduction of antiseptic methods, the mortality of the 
newly-born fell from 30 per cent. to 5 per cent., and the number of 
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feverish children from 45 per cent. to 11°3 per cent. Any of the 
pathological organisms may be the causal factor, most commonly it 
is the bacillus coli. The greatest source of danger is the amniotic 
fluid after the bag of membranes is prematurely ruptured, this 
becomes polluted and is inspired or swallowed by the child. What- 
ever the microbe, and whatever the portal of invasion, the infection 
becomes general and nearly every autopsy reveals pneumonia. The 
general clinical picture is fever, cyanosis, rapid breathing, convul- 
sions, vomiting, diarrhea. The umbilicus is rarely the source of 
invasion. Respiratory inflammations are common from polluted 
amniotic fluid. Capillary bronchitis is the most common infective 
cause of death in the newly-born. Gastro-enteric infections are less 
commonly seen, and are generally due to polluted amniotic fluid that 
has been swallowed, a dirty finger or cloth in performing the toilet of 
the mouth, or come through infected mother’s milk or artificial food. 
Illustrative cases of the various causes of infant mortality are given 


by the author. 
Joun T. HEwetson. 


An Almost Full-term Foetus Retained for Four Years in an 
Extra-Uterine Sac. 


DemMELIN and Bovcnacourt. L’Obstétrique, November, 1903. 


Tuts case is related in detail, both at the time of the pseudo-labour 
and at the subsequent operation. The patient, a 6-para, aged 38, was 
admitted ‘to hospital in the eighth month of her pregnancy, suffering 
from what was supposed to be an attack of peritonitis or of gall-stone 
colic. The symptoms passed off, and the patient was sent home after 
the signs of commencing labour had also ceased. A tumour separate 
from the mass containing the fetus was palpable, but this was taken 
for a subperitoneal fibroid. One of the authors visited the patient 
later to get the subsequent obstetrical history, and found that she 
had been ill for some months and had then gone back to her work, 
and that the abdominal tumour was much smaller. She was then 
shown at one of the Paris societies as a case of extra-uterine 
pregnancy, and the unanimous opinion of those present was in favour 
of expectant treatment. After some years, however, symptoms of 
peritonitis supervened, and laparotomy was performed, and the sac 
was “ marsupialised” and drained. After suffering severely from 
peritonitis she made a good recovery. The literature of the subject is 
discussed in detail. The pathological anatomy of the lithopedion and 
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mummified foetus is given, and the treatment is discussed. The 
authors are in favour of early operation as the absence of old 
adhesions may render it possible to remove the sac completely, 
though the risks of hemorrhage are greater. They do not mention 
the possibility of operating at term so as to save the fetus. 


E. H. L. OureHant. 


GYN ACOLOGY. 


A Case of Torsion of the Uterus. 


Favre (J. L.). Comptes Rendus de la Société d’Obstet. de Gynécol. 
et de Pediatrie de Paris, Oct., 1903. 


THE patient was 39 years of age, and for two years had suffered from 
severe pain in the lower abdomen; the pain usually lasted three days, 
its intensity diminishing as the time at which the menstrual period 
ought to have appeared approached. Menstruation was suppressed, 
however, and as the abdomen enlarged the patient believed herself 
pregnant. At the end of nine months, greatly to her surprise, she did 
not go into labour, and two years after the commencement of these 
symptoms was admitted to hospital. At this time almost the whole 
of the abdomen was occupied by a tumour, which was hard and 
presented three chief portions—a central and two lateral; the whole 
abdomen was dull on percussion except for a small area in the 
hypogastrium. Per vaginam the cervix was normal and the tumour 
could be felt high up in the pelvic brim; its relation to the uterus was 
difficult to ascertain, but the lower part of the uterus was easily 
movable. The sound was not passed. The diagnosis of ovarian cyst 
was made. 

On opening the abdomen a large tumour was discovered, red in 
colour, and covered on its anterior aspect by adherent omentum, 
traversed by large vessels, some as large as the radial artery which 
appeared to pass into the substance of the tumour. At the lower 
pole was found a pedicle no thicker than the little finger, and round 
this was twisted a Fallopian tube. It was difficult to ascertain the 
exact site of implantation, but the tumour was believed to be a solid 
ovarian with a twisted pedicle. After applying a pair of clamp 
forceps the pedicle was divided, the adherent omentum ligatured and 
the tumour removed. Examination of the specimen revealed a very 
interesting condition. It resembled in form an enormous kidney 
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with a very deep hilum; it was not ovarian in origin, but a uterine 
fibroid. In what may be described as the hilum were hidden the 
uterus and appendages, and the tumour was connected to the uterus 
by a thick pedicle attached to the left cornu; the tubes showed the 
appearances of parenchymatous salpingitis, and the ovaries were 
cystic. The pedicle of the specimen, hardly thicker than the little 
finger, was formed by the atrophied isthmus of the uterus with the 
Fallopian tubes and the infundibulo-pelvic ligaments drawn up to the 
brim of the pelvis. 

The anatomical appearances explain perfectly the clinical history. 
Before the commencement of symptoms the fibroma already existed, 
then for some reason or other the tumour underwent a movement of 
torsion and the uterus was dragged upon. The tumour also at this 
time became inflamed and formed adhesions with the omentum, and 
by this means after the torsion of the uterus it obtained a vascular 
supply, so free that rapid growth took place. The suppression of 
menstruation and the pain were accounted for by the torsion of the 
pedicle preventing the escape of the menstrual blood. 


HERBERT WILLIAMSON. 


A Contribution to the A&tiology and Pathogenesis of Dys- 
menorrhea. 


Scuuttz (V.). Monats. fiir Geburts. und Gyndk., Bd. xviii., Ht. 6. 


THE causation of painful menstruation in cases in which no actual 
disease of the sexual organs can be found, in which in fact the sexual 
organs appear absolutely normal, has long been a subject of great 
interest to the gynecologist, and no really satisfactory answer to the 
problem has yet been found. Of the views put forward recently 
those of Theilhaber and Menge are worthy of most consideration. 
They refer to those cases occurring in young girls or nullipare 
in whom the pain of menstruation disappears after the first 
pregnancy and labour has occurred. These cases form the great bulk 
of those who complain of painful menstruation, and in them as a 
rule absolutely no definite disease of the sexual organs can be found. 
Theilhaber’s view is that, given an individual with a high nervous 
susceptibility and irritability, the menstrual colic, as he calls the 
pain, is set up by a spastic contraction of the circular muscle fibres 
of the internal os uteri. The curative power of a parturition he 


explains by the result of stretching and small lacerations of the 
13 








182 Journal of Obstetrics and Gynecology 


internal os which render this flaccid and so no longer capable of 
spasmodic contraction. Menge, on the other hand, holds the view 
that uterine contractions, which certainly do occur at all times, 
become painful during menstruation because of a general hyper- 
esthesia of the uterus engendered by a weakened and over-irritable 
central mechanism. The curative effect of parturition, Menge holds, 
is due partly to the dilating and partly to the psychical 
effect of labour. The author is against these views, and 
seeks to explain the pain referred to by a consideration of certain 
changes in the musculature of the uterus, and particularly the outer 
layers of the uterine wall. The full development of the muscular 
layers of the uterus is not reached as a rule until the age of 20 years, 
and so it comes about that at the onset of menstruation the connective 
tissue is more in evidence, especially in the outer layers, than the 
muscle fibres. Powerful muscular contractions during menstruation 
are necessary to remove the excessive amount of blood from the 
uterine vessels into the pelvic veins, to compress the vessels so as to 
prevent too great an amount of bleeding and to expel the blood from 
the uterine cavity into the vagina. Theilhaber agrees that muscular 
insufficiency is the cause of excessive menstrual loss; the author goes 
further, and says that it is the cause of the pre-menstrual pain. 
Muscular insufficiency may be induced by an inter-current disease, 
such as chlorosis and anemia, and so may be an additional factor 
to that already mentioned, namely, incomplete development. 
If complete failure of development occurs and the uterus 
remains infantile, amenorrhea is the result, if development 
is incomplete disturbances of menstruation occur. In an 
incompletely developed uterus the vessels are too small, and 
the excessive pressure in the vessels which occurs during pre- 
menstrual congestion, combined with muscular insufficiency, 
produces the characteristic cramp-like pre-menstrual pain, to which 
the author gives the name “ capsule stretching pain.” This bursting 
kind of pain is comparable to the pain in the liver, kidneys, etc., 
when over-filled with blood. If, as Theilhaber says, the pain is due 
to contraction of the sphincter of the internal os, why is it that this 
one small muscle band is made to contract and not the rest of the 
circular muscle sheet? The author considers that the curative action 
of parturition is due to the complete and lasting development of the 
muscular layers which occurs during pregnancy, combined with an 
improved circulation, and also the dilatation and tears which occur 
at the internal os uteri. The particular views of the author refer to 


pre-menstrual pain; when pain occurs during menstruation and is 
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rhythmical and more like the pain of labour Menge’s view 
apparently seems to be the most reasonable hitherto given. 

With regard to treatment, the author agrees that not all cases 
require operations, but if, after all ordinary measures have been tried, 
no benefit ensues then he advises division of the muscular layers of 
the uterus from without inwards, on the supposition that division of 
the outer layers will relieve the capsule stretching pain. No absolute 
directions are given for this operation, but presumably such an 
operation can only be performed after an anterior colpotomy and 
partial separation of the bladder from the uterus. 


Tros. G. STEVENS. 


Fibro-Myomatous Lipoma of the Uterus. 
SeyDEL and Meyer. Zeitsch. fiir Geburts. und Gyndk. Bd. 50, Ht. 2. 


Tumours of the uterus that contain fatty tissue are as a rule met with 
only by accident, and have small clinical interest. From the 
scientific point of view, however, they are interesting from the fact 
of heterologous tissue being found in the uterus. Seydel describes a 
tumour which was accidentally found in the uterus of a sterile 
woman of 58, in whom vaginal hysterectomy for malignant adenoma 
of the body was performed by Ruge. In the anterior wall of the fundus 
was a nearly spherical swelling of the size of a walnut, which had 
the appearance of a soft intra-mural myoma. The tumour was 
sharply defined and easily shelled out of its bed; a section showed 
the yellow colour of fat pervaded by bundles of grey tissue. 
Microscopically, larger and smaller irregular-shaped collections of 
fat cells were seen thickly scattered through the tumour. The frame- 
work in which this fatty tissue lay was similar in structure to myoma; 
no appearance suggesting development of the fatty tissue from 
smooth muscular fibres could be made out. 

A second case is referred to, coming from the collection of 
R. Meyer, who writes that he has once only found lipoma of the 
uterus. In his case a lipoma, the size of a cherry-stone, lay on the 
posterior lateral part of the fundus over the insertion of the tube; 
the tumour was sub-serous; it consisted of a connective tissue frame- 
work with processes dividing the tumour and giving it a lobulated 
structure. The bulk of the tumour was made up of well-defined, 
rounded collections of fat cells. A relatively very large artery 
surrounded by a considerable collection of connective tissue 


penetrated into the midst of the tumour and there divided. Meyer 
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states that he has often seen fat enter the substance of the uterus 
with the vessels from the parametrium, but never to any notable 
depth. Nine other cases of lipoma of the uterus have been collected, 
making eleven in all, and after a consideration of these Seydel 
proceeds to discuss the origin of the tumours. He concludes that 
they are probably due to displacement of lipoblasts during the early 
development of the uterus. The sub-peritoneal mesoblast contains 
elements which later give rise to connective tissue, muscle cells, and 
fatty tissue. As the Miillerian duct grows backwards following the 
Wolffian duct as a guide it is conceivable that some of these sub- 
peritoneal elements may be displaced by it, and subsequently be 
enclosed in the substance of the uterus, giving rise in later life to 
the formation of a tumour composed of fatty, fibrous, and muscular 
tissue. The theory that the fatty cells are derived by metaplasia 
from muscle cells appears to the author to be much less probable. 


Tuomas WILSON. 


Malignant Degeneration of the Cervical Stump after 
Hysterectomy. 


Ricnetot. Annales de Gynécol. et d’Obstét., December, 1903. 


Tue author records three cases of this nature, and thinks that though 
it is a rare accident, yet, as such, its importance should not be lost 
sight of. He further insists that other things being equal complete 
hysterectomy for fibroids is a better operation than leaving the 
cervical stump in situ. The first case was that of a lady of 39. A 
large fibromatous uterus was removed, but the cervical stump was 
left as it appeared quite healthy, and no malignant disease could be 
detected macroscopically in the removed portions of the cervix. Six 
months later, on examination per vaginam, a large mass of cancer 
was discovered involving the cervix and vaginal culs-de-sac. <A 
second laparotomy was done, and an attempt made to remove the 
cervix, but it was unsuccessful, and the patient soon became cachectic 
and died. Richelot thinks that the disease must have already 
existed in an early stage at the time of operation, but was not 
suspected. It was epitheliomatous. 

The second case occurred in a married woman of 38, who had a 
large fibroid tumour reaching to the umbilicus. The operation was 
a very difficult one and was complicated by double hydrosalpinx and 
great peritoneal displacement. Great difficulties were met with in 
tying many large vessels, and the operation was terminated by 
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removal of the tumour, the cervical stump being covered with 
peritoneal flaps and left in situ. Three years later the patient 
returned with advanced epitheliomatous disease of the cervix and 
vagina, which was inoperable. 

In the third case seen by Richelot another surgeon had removed 
the fibroid uterus, leaving the cervical stump. On examination per 
vaginam, inoperable cancer (epithelioma) was discovered. 

The author remarks that his three cases were epitheliomatous in 
character, but he points out that sarcomatous degeneration may also 
occur, and refers to definite cases reported by Wehmer, Menge, Savor, 
Erlach, Schenk, Freund, Condamin, Noble and Murtry. Pean, Pozzi 
and Jacobs also mention that they have met with similar cases. Other 
authors, however, such as Bouilly, Abel and Thomas, have either 
never met with this condition or maintain that it is excessively rare. 

The author, however, affirms that the danger of malignant 
degeneration of the stump after hysterectomy is a real one, and 
further that the so-called “ fibroid” changes in the uterus itself are 
not necessarily always of an innocent nature. For these reasons he 
affirms that complete hysterectomy is a better operation than that in 
which the cervical stump is left in sztu. Similar arguments of course 

ly to m ; 
cicadas C. Husert Roserts. 


Hzmatometra of One Horn of a Uterus Bicornis. 
Micuouitscu. Zentral. fiir Gyndkol., 1903, No. 51. 


Tue patient was aged 21 years. Menstruation had been regular for 
three years. She had complained of pain in the left iliac region for 
one year; this was always aggravated by the onset of menstruation. 
On examination an uneven fixed cystic tumour was felt lying deep 
in the left half of the pelvis. The uterus could not be made out. 
The operation was difficult because of extensive adhesions to the 
lower bowel. The unicornuate uterus lay in the right half of the 
pelvis; the adnexa on this side were normal. The tumour was united 
with the left upper angle of the uterus by a short pedicle. of 
connective tissue. The tumour consisted of a partly isolated uterine 
cornu (nebenhorn) whose communication with the common cavity 
had closed, whose walls were enormously hypertrophied, and whose 
cavity was filled with old black blood-clot. Attached to this tumour 
was the left tube which is described as being as thick as an adult 
thumb and containing a circumscribed collection of blood (hemato- 
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salpinx). The tube is said to have opened into an ovarian cyst the 
size of a man’s fist, and this was also full of blood. After removal 
of the parts the patient recovered without bad symptoms. The 
description of the “ovarian cyst” leaves the reader in some doubt 
as to whether the condition may not have been a retort-shaped 
hematosalpinx, in the wall of which the ovary might have been 


concealed. 
CuTHBERT LOCKYER. 


Recurrence in Loco after Removal of Benign Cystic Ovarian 
Tumours. Four Cases. 


Matcotm (Joun D.). Lancet, Oct. 31, 1903. 


Case 1. First operation when patient was 33 years of age. Two 
cystic ovarian tumours with papillomatous growths inside and out, 
both very adherent and ruptured, were removed in 1878. Patient 
menstruated regularly for seven years and was quite well for 13 years 
after her first operation; her symptoms then recurred. The author 
in 1893—that being 15 years after the first operation—removed a 
large cystic tumour from the pelvis containing intra-cystic growths 
and very adherent. In 1896 patient was still quite well. 

Case 11. First operation when patient was 46 years of age. 
Double ovariotomy for adherent cystoma was performed in 1889. 
She remained well until 1895, menstruating scantily at long intervals. 
Symptoms then recurred. In 1896 a large adherent mutilocular 
tumour was removed. Patient was alive and well six years after 
her second operation. 

Case 111. First operation in a patient, aged 57, in the year 1895, 
a large right-sided cystic ovarian tumour being removed. It 
necessitated a deep enucleation from between the layers of the broad 
ligament. Patient was seen in the year 1898, and was then 
apparently well. In 1901 a right-sided pelvic tumour was palpable. 
A slight discharge of blood from the vagina occurred in the same 
year. Second operation in the same year revealed a right-sided 
cystic tumour very adherent, which was shelled out with difficulty 
from the pelvis. Patient died on the second day following operation. 
No post-mortem examination was permitted. 

Case tv. First operation in a patient, aged 51, in the year 1891, 
when both ovaries were removed, the left for a cystic tumour of the 
size of a foetal head, the right for a small papillomatous growth on 
its surface. At this operation some suspicious villous looking spots 
were left owing to the collapsed condition of the patient. She was 
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well for five years following her first operation. She then had pelvic 
pain and irregular red discharges from the vagina; a small hard 
tumour close to the uterus was then distinguishable. In the year 
1901, ten years after the first operation, the tumour increased rapidly 
in size, and became cystic. It filled up the greater part of the 
left side of the abdomen and left side of the pelvis. The second 
operation was performed in 1902, 114 years after her first operation. 
A large cystic ovarian tumour was removed after separating 
moderately dense connections with the omentum and peritoneum of 
the upper abdomen and very dense connections behind the uterus and 
vagina. The patient recovered, and her general health has improved 
considerably since her second operation. 
Joun T. HEWETsoN. 


Cystic Endothelioma of the Ovary. 
Scntrmann (E.). Zeitsch. fiir Geburts. und Gyndk. Bad. 50, Ht. 2. 


An intra-ligamentary ovarian tumour, the size of a child’s head, was 
removed from a nullipara, aged 27. The tumour burst during 
delivery, giving exit to a thin, yellowish, somewhat bloody serous 
fluid. It consisted of a bilocular cyst, on the inner side of which 
were prominent irregular flat plaques up to the size of a 2-mark piece, 
which proved to be endothelioma arising in the lymph spaces. 

The author remarks that endothelioma does not commonly give 
rise to cysts; as a rule it forms solid tumours resembling carcinoma 
or sarcoma. Relatively often it is found in combination with other 
tumours of the ovary, especially with cyst-adenoma and dermoids. 
Among the cases hitherto reported only two (Voigt) besides the one 
under consideration have shown a completely intra-ligamentary 
development. Endothelioma shows a high degree of malignancy, 
the only case which has remained certainly free from recurrence 
being one reported by Amann, where the patient remained well four 


to five years after operation. 
Tuomas WILSON. 


Carcinoma Folliculoides Ovarii. 


Voret. Archiv fiir Gynidkol., 1903. Bd. 70, Ht. 1. 


In 1901 Lénnberg described a malignant ovarian tumour, in which 
follicle-like bodies appeared, under the above title. He considered 
it to be derived from germinal epithelium. The reporters of the few 
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similar cases on record have regarded the epithelium of the follicle 
as the origin of the growths in question. Voigt narrates a case of a 
woman, aged 47, in whom both ovaries were changed into solid 
tumours of the size of a fetal head. They were removed, but the 
patient died shortly after, with further growths in the pouch of 
Douglas. No autopsy was possible, but the growths removed at 
operation have been carefully examined and figured. They contained 
small protoplasmic patches surrounded by cylindrical epithelial cells 
similar to those described by Kahlden and others as representing 
primordial follicles. The growths were in general appearance adeno- 
carcinoma, and the writer, like Lénnberg, derives them from germinal 
epithelium. He suggests, however, as an alternative that they may 
be derived from Miillerian relics. (The abstractor recorded two 
similar cases in this JouRNAL in July, 1902.) 
W. E. Foruerci... 


Twisted Ovarian Hernia. 
ScHniTzLeR (Jutius). Wiener klinische Rundschau., Nov. 1, 1903. 


THe author reports a case of this rare condition. A few days after 
birth a swelling the size of a bean appeared in the left groin. It 
became larger when the child cried. It was easily reduced. It was 
treated by pressure with a bandage for six weeks, with no result. 
When the child was six months old it suffered from intestinal catarrh. 
After a violent fit of crying the hernia increased in size, and was 
found to be irreducible. It was then as large as a hazel nut and 
very tender. The abdomen was soft, the bowels were open 
frequently, and there was no vomiting. An incision was made over 
the hernia, which was found to consist of the ovary, tube and broad 
ligament with torsion of 360°. The twist was above the external 
ring, in the inguinal canal which was too wide to cause strangulation. 
The ovary was blue-black and larger than that of an adult. It was 
removed, and the patient made a good recovery. 

Only three similar cases have been recorded. In none of them 
were there symptoms of intestinal obstruction or of severe peritoneal 
irritation, symptoms which are common in intra-abdominal torsion 
of ovarian tumours. The author considers that the presence of an 


irreducible hernia in a female infant unaccompanied by severe 
peritoneal symptoms and intestinal obstruction should suggest the 
diagnosis of a twisted ovarian hernia. 


Henry RussELL ANDREWS. 
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Experimental Obliteration of the Fallopian Tubes. 
Rousse. Annales de Gynécol. et d’Obstét., December, 1903. 


Tue author goes very fully into the bibliography of the subject, 
detailing the various operations that have been performed, and 
comments on the contradictory results reported. In order to obtain 
further information he conducted a series of experiments on animals, 
and also gives details of a few cases of operation in the human 
female. The animals experimented on were rabbits and after 
operation the abdominal cavity was rapidly closed by sutures. The 
animals were kept under observation and then killed after varying 
periods of time. Some animals underwent repeated laparotomy. 
After death they were examined immediately, and the tubes and 
uterine horns preserved for further microscopical examination. The 
experiments were made both on the uterine horns and on the 
Fallopian tubes themselves. 

Resutts: Uterine Horns. The experiments consisted of section 
between two ligatures, excision of a portion of the cornu between 
two ligatures, or section of the cornu on the vaginal side after single 
ligatures. Silk, catgut, or ordinary thread were used. In nearly 
every case a hydrometra formed on the distal side of the ligature on 
the cornu, and reached to the insertion of the Fallopian tube. The 
hydrometra was greater the nearer the ligature was placed to the 
vagina. If emptied artificially the hydrometra reformed. The 
ligatures in time disappeared or became encysted. The vaginal end 
of the divided horn after section, became separated from the other 
for a distance of some millimetres. The free extremity was completely 
obliterated. This obliteration of the divided horn was further proved 
by microscopical examination. Identical results were obtained what- 
ever the nature of the ligature employed; chromic catgut remained 
unaltered even after three months. The author concludes that from 
the formation of a hydrometra on the ovarian side of the ligature the 
secretion of the cornua normally escapes by the vagina and never by 
the Fallopian tubes. These usually remained patent in his 
experiments. 

With regard to simple ligature of the cornua, out of 48 experi- 
ments 44 cases of hydrometra were observed. The other four cases 
did not produce this effect owing to errors of technique. Simple 


section of the uterine horns was performed twelve times, eight were 
followed by the formation of a hydrometra and complete oblitera- 
tion of the cornu. 
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Fallopian tubes. With simple ligatures applied at variable 
distances along the tube, it was found that in every case this was 
followed by hydrosalpinx in the segments included between the 
ligatures. Each ligature produced complete obstruction of the tube, 
as subsequently proved by microscopical examination. Simple section 
of the tube gave rise to an accumulation of fluid in the fragments of 
tube which such section isolated, and in those cases where the incision 
extended into the broad ligaments, the divided ends became separated 
and completely obliterated. Obliteration invariably occurred with 
simple section. If only one ligature was applied it was not followed 
by the formation of a hydrosalpinx, since the fluid escaped either into 
the uterus or from the ostium of the tube into the peritoneal cavity. 
The normal secretion of the tubes or the cornua was found to be 
alkaline in character, sp. gr. 1,008 to 1,009, and rich in mucus. It 
contained no albumen, and only some epithelial débris and 
amorphous granules. 

Some days after ligature the cornu and the tube were generally 
found divided and the ends separated. In some cases there were 
adhesions between the two ends, either peritoneal or muscular, but no 
real communication existed between them. The ends of the fragments 
were closed, and never communicated with the general peritoneal 
cavity. Sections of the tubes which had been divided or ligatured 
showed that the lumen was narrowed as the point of constriction was 
reached. The folds of the mucosa were compressed, and the 
epithelium at length disappeared, the mucous membrane being only 
represented by connective tissue. The cut end was closed by scar 
tissue and was covered by peritoneum. The walls of the dilated tubes 
or cornua were smooth internally, and paved with epithelium which 
was flattened, especially in the case where hydrosalpinx existed. 
Thus ligature or simple section of the tube or horn produced similar 
results, z.e., complete obstruction of the canal. The author believes 
the reconstruction of the canal of a divided tube or horn to be 
impossible, and even when, to the naked eye, it appears to have 
rejoined, microscopical examination easily proves the contrary. 

Rousse gives his experiences in nine cases of ligature 
of the tube in the human female. These were done during operation 
for fibroids or cancer, and the pieces subsequently subjected to 
microscopical examination. In eight cases the tubes were completely 
obliterated. In one case (Czsarean section), the woman died ten days 
after operation, and similar results to those obtained in animals were 
noted. 


In another case, in which the tube was tied during an ovariotomy, 
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the woman was operated on again 13 months after. The encysted 
ligature was found embedded in the broad ligament. The pedicle 
had disappeared, the end of the cut tube had retracted, and under the 
microscope was found to be completely obliterated. 

The author finally concludes that when it 7s justifiable to sterilize 
a woman, simple ligature, or better still complete division of the 
tube between two ligatures is the most effective and satisfactory 


procedures. 
C. Husert Roserts. 


Hereditary Primary Tuberculosis of the Female Sexual Organs. 
GottscHaLK. Archiv fiir Gyndkol., 1903. Bd. 70, Ht. 1. 


Tue writer points out that tubercle bacilli can pass from the maternal 
blood through the placenta and into the fetus. It is possible that 
bacilli reaching the foetus in this way might settle in the reproductive 
organs, but in all probability other organs would also be affected. 
The occurrence of hereditary primary tuberculosis of the female 
genital organs is, however, possible in another manner. For it has 
been shown that the spermatozoa of tuberculous subjects can, apart 
from genital tuberculosis, contain virulent tubercle bacilli. The 
spermatozoon can thus infect the ovum with tuberculosis. The writer 
continues that it seems probable that after fertilisation the ovum 
divides into two parts, from one of which the reproductive cells are 
formed, while all other organs and tissues are derived from the other. 
He thinks a tubercle bacillus carried by the fertilising spermatozoon 
might thus be included in the reproductive half of the ovum after its 
first division, and thus might produce primary hereditary genital 
tuberculosis. The disease thus transmitted must come from the 
father, for a tuberculous egg cell, according to the writer, would 
probably be incapable of fertilisation ; he, therefore, proceeds to make 
certain postulates for the diagnosis of the condition under discussion. 
These are:—(1) A virgin with a tubercular family history on the 
father’s side must have symptoms of tuberculosis limited to the genital 
organs; (2) the existence of tuberculous disease in other organs must 
be excluded by years of observation; (3) the genital tuberculosis must 
be completely cured by operation; (4) the ovary must be proved to be 
tubercular by examination of the operation specimen. 

The writer next records a case in which these postulates were 
fulfilled. The patient. was cured by total extirpation of the uterus 
and appendages, and has remained well since July, 1900. There is 
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an exhaustive account of the clinical and pathological features of 
this case, which the writer regards as in all probability an example 
of primary hereditary genital tuberculosis transmitted in the manner 
above suggested. It is granted that proof is impossible in cases of 
this nature, but the probability of the hypothesis is strongly urged. 


W. E. Foruercitu. 


Papillary Psammoma of the Female Genitalia. 
Micuo.itscu. Zentral. fiir Gyndkol., 1904, No. 51. 


A woman, aged 23 years, had complained of enlargement of the 
abdomen and slight pelvic pain for a period of three months. On 
examination the abdomen was found to be greatly enlarged with 
ascitic fluid, and in the region of the adnexa on both sides was felt 
a diffuse resistance. At the laparotomy the omentum was 
found adherent to the peritoneum covering the rectum and 
to a growth beneath. The latter was a papillomatous mass which 
had extensively invaded the overlying omentum. An isolated 
circumscribed secondary deposit was also found higher up in the 
same organ. The tumour, together with adherent genitalia, was 
removed en masse. The patient one and a half years after the 
operation was quite healthy. The specimen showed that the uterus, 
tubes, and ovaries were not connected with the growth. On the other 
hand, the part of the broad ligament between the tube and ovary on 
both sides was the seat of a tumour. The latter were not intra- 
ligamentary, but were attached to the posterior fold of each broad 
ligament. Histological sections were prepared to prove this fact. 
The growths which were very brittle and soft were made up of tufts 
which blended at their extremities to form masses from which other 
tufts or villus-like processes sprang. It cut with a gritty feeling as 
though permeated by fine sand, and many chalky deposits were found 
in the omental metastasis. The “chalk” existed partly in the form of 
an amorphous mass, partly as beautifully formed psammomatous 
bodies. The metastasis had the same structure as the primary 
growth. The lymph-spaces in the omentum were blocked with the 
growth. The genesis of this tumour is uncertain. Its main features 
were those of an ovarian papilloma, but since both ovaries were 
normal the writer suggested the possibility of accessory ovaries or 


sporadic ovarian tissue as a source of origin. 
CurTHBeRtT LOCKYER. 
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Tuberculous Infection of the Peritoneum and Annexa. 


LosInGIER (ANDREW Stewart). New York and Philadelphia Med. 
Journal. Vol. lxxviii., No. 23. 


Vert declares tubercular peritonitis to be always secondary and genital 
tuberculosis primary or secondary. Martin believes genital tuberculosis 
to be far commoner than is generally believed. Boeschke, out of 
1,393 patients dead of tubercle, found the peritoneum affected in 116, 
and of these only two were noted as primary infections. Amann 
affirms that a primary tuberculous lesion of the appendages, uterus 
or vagina, has never been seen. Vieroedt has reported a case of 
infection of the peritoneum from the Fallopian tubes of a child 
63 years old, who had for a long while leucorrhea containing tubercle 
bacilli. Kelly has shown that puerperal women are peculiarly 
susceptible to tubercular infection of the peritoneum and tubes. 
Nothnagel found 90 per cent. of cases of tubercular peritonitis to be 
in women. Kénig found the percentage 91°6 per cent. Osler’s 
reports show a disparity equally striking. The mortality amongst 
men is greater than that in women, perhaps because women are more 
frequently operated on. The symptoms of tuberculosis of the 
annexa are not definite, constant or clear, the evidences varying 
from those of a mild salpingitis to those of a pelvic abscess. Konig 
shows a 25 per cent. recovery after treatment of tubercular peritonitis 
by laparotomy. Collier the same. Frank 26°8 per cent. Herzfeld 
the same. Fenger and Borchgrevink state that “even serous tuber- 
culous peritonitis is a territory which surgery must hand back to the 
internal medical clinic,” and this although Fenger admits that in its 
usual form tubercular peritonitis would yield 50 per cent. of 
cures. If there is only a slight ulceration of the vaginal cervix 
curetting and the application of iodine, formalin, or lactic acid 
usually cures. If it fails excision of the ulcer rarely fails to cure. 
If the endometrium is involved the tubes are nearly always also 
diseased. The treatment will consist of curetting with removal of 
the tubes or panhysterectomy with removal, which is the best. 
Ahlegelder reports 65 cases, 28 treated in a palliative way with great 
benefit, 37 treated by laparatomy with the best results. He advocates 
the complete removal of the uterus and annexa. Veit thinks tuber- 
cular peritonitis may be cured spontaneously, but does not admit that 
as many will recover without as with operation, and his statistics 
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show 50 per cent. cured and 25 per cent. greatly benefited after an 
interval of four to five years. 


The author, from his experience, thinks that surgical treatment is 
of positive benefit in most cases. 


Comyns BERKELEY. 


A Case of Primary Cancer of the Meatus Urinarius. 


Homesss (A.). Le Progrés Médical, September Ist, 1903. 


Tue patient, a married woman of 52, whilst cleaning a court slipped, 
and falling backwards with her legs widely separated struck the top 
end of a waterpipe sticking out from the wall. The upper part of her 
vulva was much contused and she lost a considerable amount of blood 
trom the urethra. <A year later a cancer appeared in the vicinity of 
the contusion around the urethral orifice. There was no history of 
cancer in any other member of her family. She complained of loss 
of flesh during the previous few months, occasional blood-stained 
urine, with pain during micturition. On examination a hard tumour 
was found around the meatus urinarius, smooth, without any ulcera- 
tion, and extending along the anterior urethra for three or four 
centimetres. It was the shape and size of an elongated pigeon’s egg, 
the broad end being next the meatus. The meatus was turgid 
everted and bright red in colour. 


On gently passing a sound into the urethra slight hemorrhage 
was caused. The uterus and its appendages were apparently normal. 
There were enlarged glands in the left groin. Primary cancer of the 
urinary meatus, including the anterior wall of the vagina, was 
diagnosed. Creolin injections and fomentations were applied. Three 
months later she began to have great pain during micturition; 
hemorrhages had ceased but she lost large quantities of mucus. 
The tumour had increased considerably and the anterior vaginal wall 
was now involved as far as the cervix; there was still no ulceration. 
Two months later, when next seen, the vaginal orifice was all but 
closed by the swelling, only admitting the index finger with difficulty. . 
the right labium minus was now swollen with growth. In the 
same month she had a severe hemorrhage and was compelled to take 
to her bed. Severe hemorrhages followed with rapid cachexia. The 
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whole vulva became swollen with growth and micturition became 
agonising. Even when first seen surgical interference was deemed 
inadvisable as it would have meant the removal of the urethra and 
anterior vaginal wall without any chance of getting rid of the 
disease. The remarkable feature of the condition was its insidious 
onset, nothing being noticed until the patient began to lose blood 
and have pain during micturition, when she at once sought advice. 
There was no pruritis at any time, and never any ulceration of the 
vagina or vulva. In cancer of the clitoris or labia minora the vulval 
swelling is early, whereas in cancer of the urethra swelling is first 
seen in the anterior vaginal wall, and vulvar swelling is a late 
symptom. 
Joun T. HEWETSON. 


On Cystoscopic Recognition of Bladder Changes in Cases of 
Carcinoma of the Uterus. 


Hirt (W111) and Sticuer (Rowanp). Deutsch. Med. Wochenschr., 
October 29, 1903. 
Tue authors examined with the cystoscope 26 patients suffering from 
carcinoma of the cervix and of the vaginal portion. They found the 
following changes in the bladder: —Bulging forward of the trigone, 
transverse parallel folds in the base of the bladder and the trigone, 
irregularities in the internal sphincter, marked fasciculation, 
hemorrhages and other vascular changes, abnormalities in the 
openings of the ureters, ceedema bullosum, papillary excrescences, 
larger nodular projections of the mucous membrane and ulceration. 
Bulging forward of the trigone is, of course, in no way characteristic 
of carcinoma of the cervix. Folding, however, which does not 
disappear when the bladder is distended is a proof of extension of 
malignant growth. In some cases of inoperable carcinoma the 
trigone and the base of the bladder were quite flat and smooth. If 
nodular swellings are found on the base of the bladder in the absence 
of cystitis they are a proof that some pathological condition of the 
paravesical tissues exists. If they are found with carcinoma of the 
cervix they are due to either extension of growth into the connective 
tissue or to inflammation of this tissue. In either case the authors 
consider that a radical operation is contraindicated; if the anterior 
parametrium is inflamed the lymph channels are opened up, and 
operation is useless. Irregularities of the sphincter are of no 


diagnostic or prognostic importance. The authors promise a further 
communication. 


Henry Russert ANDREWS. 
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Direct Illumination of the Abdominal Cavity, Bladder, Rectum and 
Uterus for Diagnostic and Operative Purposes. 


Orr (V.). Monats. fiir Geburts. und Gyndkol. Bd. 18, Ht. 5. 


Tu1s most interesting communication demonstrates first the use of 
a large forehead lamp for illuminating the abdominal cavity during 
laparotomy, and secondly a special method of carrying out vaginal 
celiotomy with direct illumination of the pelvic cavity. The first 
part shows the value of a large forehead electric lamp worn by 
the operator during laparotomy and presents nothing specially new. 
The second part, however, appears at once to do away with the one 
great objection to vaginal celiotomy, namely, that so much has to 
be done in the dark by the sense of touch alone. An essential part 
of the author’s method is the position of the patient, the complete 
Trendelenberg position with the legs in the lithotomy position being 
maintained on a table, so arranged that by means of shoulder 
straps and hooks for the groins the patient cannot slip off. The 
patient must be fixed in a position at an angle of about 45 degrees. 
The effect of this is to let air into the abdominal cavity after 
opening Douglas’s pouch from the vagina, and so to allow all the 
movable pelvic contents to slide down on to the diaphragm. Now, 
with the pelvis empty of intestine, by introducing specially shaped 
anterior and posterior specula, the first of which carries a small 
electric lamp, complete illumination of the pelvic and abdominal 
cavity is obtained, so that a view even of the liver, stomach and 
xiphoid cartilage can be had. Infection from the air admitted 
is prevented by placing a plug of sterilised wool in the colpotomy 
wound before placing the patient in the Trendelenberg position, thus 
filtering the air as it goes in. This extreme position with good 
narcosis exercises no evil effect on the patient (from pressure of 
abdominal contents or diaphragm), as may be gathered from the 
results, about 150 cases with no mortality. The amount of heat 
given out by the small electric lamp is so little that there appears 
to be no danger to be apprehended from contact with fluid. By this 
method many advantages are obtained over the ordinary operation 
of colpotomy. For instance :— 


1. After removal of the uterus the stumps can be directly 
inspected, and, if not sufficiently tied, may be religatured. 


2. Adhesions in conservative operations can be seen and divided 
by the thermocautery even as high in the abdomen as the umbilicus. 
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3. Large ovarian cysts, lying above the pelvic brim, can be 
punctured and removed under direct visual control. Morcellement 
operations on solid ovarian tumours can be carried out, and tubal 
inflammation and pyosalpinges treated, all under visual control 
and not by touch alone as is the case now. Hematoceles can be 
thoroughly cleared out when illuminated from within, and even 
intra-ligamentous cysts shelled out without opening the peritoneum. 

4, Exploratory operations for diagnostic purposes can be per- 
formed with much less danger and shorter convalescence than if 
performed by the abdominal method. 

The paper concludes with a description of the method employed 
for examination of the rectum, bladder and uterus, all being carried 
out with the patient in the same position and with direct illumination 
by means of small electric lamps in specially shaped specula. 


Tuos. G. STEVENS. 
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Obituary. 


JOHN KNOWSLEY THORNTON, M.B.C.M. (Edin.), J.P., 
Consulting Surgeon, Samaritan Free Hospital, London. 


Joun Knowstey THornton was born in Northampton, on January 
15th, 1845. His father, the Rev. John Thornton, at the time Curate 
of All Saints’, Northampton, was afterwards appointed Head-master 
of Kimbolton School, and lastly became Vicar of Aston Abbots, near 
Aylesbury, Bucks., holding that living for thirty years. Educated 
at Rossall School, Knowsley Thornton began life in a public office, 
where he acquired business habits, but he felt that medicine was his 
vocation, for already, when a boy, he had distinguished himself by 
feats of amateur surgery. He therefore abandoned the desk and the 
quill and entered as a student at the University of Edinburgh when 
twenty-two years of age. He was of opinion, as the result of his own 
experience, that the study of medicine and sciences allied to it should 
not be commenced by youths still in their teens. Graduating in 
1871, he then filled the appointment of house-surgeon to Lord Lister 
at the Royal Infirmary, Edinburgh. He discharged his duties to the 
full satisfaction of his chief and the great future advantage of him- 
self and the cause of surgical progress. All must agree with him 
that a young man is more fitted to be house-surgeon at twenty-six 
than at an earlier age. He mastered most thoroughly during his 
tenure of office the full technical details of “ Listerism” as then 
understood, that system to which he remained faithful throughout 
his professional career. 

After leaving Edinburgh he took a practice at Ford, close to 
Flodden Field, in Northumberland, on the Scottish border, where he 
stayed but for a very few months. He naturally had the tastes of a 
country gentleman and distinguished himself in the hunting-field, 
whilst owing to high social qualities he made many friends. He 
observed in later years that the purely medical experience which he 
acquired during his short career as a general practitioner proved of 
high value when he became a surgeon. 

A mere accident brought Knowsley Thornton to London. A 
fellow-student, Dr. William Thomson, now of Mustapha, Algiers, 
who held the appointment of Assistant-surgeon to the Samaritan 
Free Hospital, determined to practice abroad, and resigned in 1873, 
the vacancy being at once filled by Knowsley Thornton, whom Dr. 
Thomson had introduced to Sir Spencer Wells. That great ovarioto- 
mist was then at the height of his fame, and his speciality was still 
almost a monopoly in which only a very few other surgeons enjoyed 
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a successful and profitable share. Knowsley Thornton became his 
private assistant and within a few years was appointed, together with 
Dr. Granville Bantock, full surgeon to his hospital. The first three 
or four ovariotomies which he performed were followed by the most 
discouraging results, and it was suggested to him that he had mis- 
taken his vocation, but he was by nature bold and hopeful. He took 
to the practice of rigid antiseptic precautions, carbolic spray, 
solutions, gauze and so forth. Speedily his results improved, but 
our present knowledge of surgical technique compels us to attribute 
his steadily increasing success in great part to his skill and his 
accumulating experience, rather than to his antiseptics. By 1880 he 
had already gained a high reputation as an operator and was at the 
same time quite a familiar speaker at societies, whilst his writings in 
medical papers had become well known to the profession. His strong 
power of will and his tact and persuasiveness induced his great 
chief—at that time of a mature age and therefore somewhat distrust- 
ful about innovations—to adopt many of his assistant’s methods. 
Knowsley Thornton soon introduced important modifications in the 
details of ovariotomy, in particular he was very careful about 
securing the ovarian pedicle. He was a slow, steady and extremely 
painstaking operator, emergencies and unforseen difficulties in the 
course of an operation showed him at his best, and his patient study 
and registration of the after-progress of every case, however simple, 
was one of his strongest points. Before an operation he was 
accustomed to make a few observations on the history of the case and 
what he expected to discover. He was a stern disciplinarian, insisting 
on smartness and attention in his assistant and nurses, and an 
absolute silence amongst the spectators, so that distinguished British 
and foreign visitors were not rarely called to order. He, however, 
often noted a point of interest or explained a manceuvre during the 
course of an operation. Together with his colleague Dr. Bantock, 
who differed entirely from him in theory and practice, and was one 
of the founders of purely aseptic operating, Knowsley Thornton 
maintained the reputation of the Samaritan Hospital at a high level, 
and did much to generalise ovariotomy. 


Whilst the hospital practice of these two distinguished surgeons 
led others to remove ovarian cysts elsewhere, Knowsley Thornton 
soon began to play a leading part in extending abdominal surgery 
far beyond the limit of tumours of pelvic origin. In greatly advanc- 
ing hysterectomy for uterine fibroids beyond the point obtained by 
Spencer Wells, he was most creditably rivalled by his colleague, 
known to be very skilful at that operation, but it was in the field of 
renal, hepatic and splenic surgery that Knowsley Thornton so 
especially distinguished himself. As a pioneer he was indeed 
destined to go further, for just as he took a prominent part in making 
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ovariotomy a stock operation which every hospital surgeon of fair 
ability might undertake, so he succeeded by his example in the 
operating theatre in ultimately reducing nephrectomy, cholecystotomy 
and splenectomy to the useful level of routine surgical procedures. 


We may review his work more satisfactorily by turning attention 
to the literary records of his labours. He never wrote a book, 
although he published his “ Harveian Lectures for 1899,” with 
additions and emendations. He contributed two articles on 
ovariotomy and operations on the uterus to “ Heath’s Dictionary of 
Practical Surgery,” the former including a valuable summary of 
what he held to be the best rules for after-treatment. His com- 
paratively recent contribution on hysterectomy, prepared nine years 
ago for “Allbutt and Playfair’s System of Gynecology,” is in great 
part an instructive criticism of the different methods of removing 
the fibroid uterus, a question still far from solution. 


Knowsley Thornton’s voice was very often heard at meetings of 
medical societies and associations. He was not exactly a scientist, 
although he was sound in his methods of applying science to clinical 
and surgical purposes. His earliest work, however, was made public 
before the Pathological Society of London, and was essentially 
scientific. In the twenty-fifth volume of that Society’s “Transactions” 
will be found his earliest paper, the subject is “ Carcinoma of an 
Ovarian Cyst.” Still, in perusing it, we feel that his aim was clinical, 
for he notes that a secondary growth was detected in the rectus close 
to a tapping puncture, and from the first Knowsley Thornton 
deprecated paracentesis. His best purely pathological work is 
published in the twenty-eighth volume of the same “ Transactions,” 
it is an excellent report of a case of tumour of both ovaries with 
peritoneal infection by “epithelial grafts” or “implantations.” 
There has been much discussion, since, about these “ grafts,” 
especially as to whether they may originate from a purely innocent 
cystic adenoma of the ovary. In 1875 he took part in the discussion 
on the “Germ Theory of Disease,’ introduced by Dr. Charlton 
Bastian, at the same Society. Most of Knowsley Thornton’s later 
communications tothe Pathological Society were reports of specimens 
which he had removed by operation. In this category are included 
some of the kidneys which he removed, a remarkable case of cystic 
spleen successfully extirpated, and a mass of felted hair extracted 
from the stomach by gastrotomy. A large number of specimens 
from Knowsley Thornton’s practice are preserved in the Pathological 
Series of the Museum of the Royal College of Surgeons of England. 
They include several above-mentioned and many more prepared by a 
junior colleague at that date on the staff of the museum. We must 
note in particular a great omentum full of hydatid cysts, the 
particulars of which are to be found in the Medical Times and 
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Gazette for November 16th, 1878. The diseased structure was 
removed, together with other hydatid cysts in the pelvis from a 
woman aged 382, in the seventh month of pregnancy. Premature 
labour occurred on the eighth day and rupture of the abdominal 
incision on the twelfth, yet the patient recovered. At that date, 
1878, such an operation was held to be almost unjustifiable on account 
of its risks, so the specimen is a testimony to the great share which 
Knowsley Thornton could claim in the evolution of general abdominal 
surgery from ovariotomy. Sir Prescott Hewitt, viewing the specimen 
when newly mounted, exclaimed: “ What a wonderful case! We 


shall hear much more about abdominal surgery.” That prophecy 
has come true. 


In the eighties, Knowsley Thornton’s voice was often heard at the 
meetings of the Royal Medical and Chirurgical Society. His notes 
on “'Two Cases of Splenectomy,” with tables showing the experience 
of other operators, were published in 1886 in the sixty-ninth volume 
of that Society’s “Transactions,” and testify once more how, 
beginning as an ovariotomist, he took a prominent part in the 
development of splenic as well as other departments of abdominal 
surgery. Three statistical papers illustrating his own experience in 
ovariotomy appeared in the sixtieth, sixty-fourth, and seventieth 
volumes of the “ Medico-chirurgical Transactions.” The third (1886) 
is of high value on account of the summary, which includes observa- 
tions on causes of death after the operation, matter that can never be 
out of date. If we glance at the records of temperature we feel that 
operators of to-day might think that its average was high and 
attribute the frequent rise, not without reason, to carbolism; more 
correctly, we fancy, less stress is placed on high temperatures now-a- 
days, so that they are not recorded. The pulses, most faithfully 
reported, often range high, but at the present day a pulse of 120 does 
not necessarily excite alarm unless associated with other symptoms 
indicating sepsis or obstruction. The increased employment of 
strychnine since 1886 may account in part for the slow pulses which 
many operators note in their practice. This third paper on ovariotomy 
may fairly be signalised as the last of its class as originated by 
Spencer Wells. Thanks to the exertions of the surgeons which they 
represented the necessity for them has passed away. 


Perhaps the most classical of Knowsley Thornton’s writings are 
the series of contributions to the 7'ransactions of the Medical 
Society on gall-bladder surgery. He began with a good clinical 
report on “Two Cases of Cholecystotomy” (vol. xi.), followed by 
“Observations on some Additional Cases Illustrating Hepatic 
Surgery ” (vol. xii. and xiv.) and concluding with a final communica- 
tion in the fifteenth volume, which terminates with a judicious 
summary of his views. He carefully defended himself from the 
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assertion that he desired to operate on all biliary calculi. In the 
light of so much advance in hepatic surgery since 1892, when the 
fourth of the series of communications was read, we may still 
profitably study them. They tell much of the history of how hepatic 
surgery became established and how it owes so much to one who 
started as an ovariotomist. In 1890 Knowsley Thornton was elected 
President of this Society. 

Before the Obstetrical Society of London Knowsley Thornton 
exhibited a large number of specimens and took an active part in 
several discussions on antiseptics, hysterectomy, odphorectomy for 
the cure of fibroids, ete. He was likewise an energetic member of 
the Council of that Society, but when elected Honorary Secretary 
was unable to hold that appointment for more than a very short 
space of time owing to pressure of professional work, and was never 
President. After his retirement from active hospital work he held 
the chair for a year at the Harveian Society in 1896, where he had 
previously distinguished himself as Harveian Lecturer in 1889. 


Numerous valuable records of his experience in clinical and 
surgical matters of detail lie preserved in the medical papers of about 
twenty years since. Great prominence should be given to his’ 
“ Unsuccessful Ovariotomy with Cases,” in the Medical Times and 
Gazette, 1878. There were some who informed him at the time that 
the publication of such a paper was imprudent, but the proportion of 
brilliant operators who have followed his example is not high, though 
we must admit that losses are, often at least, modestly admitted in 
records where triumphant cures predominate. A pamphlet on the 
“Antiseptic Method in Relation to Drainage of the Peritoneum in 
Abdominal Surgery,” published in 1879, is the most typical of 
Knowsley Thornton’s polemical papers. A firm believer in antiseptics, 
he held, contrary to the opinion of several well-known professional 
rivals, that the drainage tube was a disadvantage without antiseptics, 
and usually to be rejected even when the spray and carbolic solutions 
were used. Most operators have now exceeded Knowsley Thornton, 
who forestalled Howard Kelly’s researches when he wrote that the 
tube “keeps open a possible track for the entry of the causes of 
putrefaction.” Yet drainage has still its uses. Very early in his 
operative career Knowsley Thornton practised the separate ligature 
of the ovarian vessels when the pedicle of an ovarian tumour is 
secured, a practice which has saved many lives from fatal 
hemorrhage. 

Knowsley Thornton was highly successful in practice, but his 
prosperity as well as the satisfaction which he derived from the 
encouraging results of his labours were sadly alloyed by frequent 
ill-health. During the first ten years of his residence in London he 
was often laid up with gout and also distressed by sickness in his 
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home-circle. By 1891 he found it impossible to endure the fatigues 
of hospital duties added to his private work, and he therefore resigned 
his appointment at the Samaritan Hospital. For five years he 
continued in private practice, but after a severe illness in 1896 he 
retired altogether and lived henceforward at his estate, Hildersham 
Hall, near Cambridge. His country tastes and partial restoration to 
health brought him a little well-earned enjoyment. He became a 
Justice of the Peace and was very popular in his neighbourhood. 
Unfortunately he at length fell very ill and became tormented with 
peripheral neuritis and other debilitating complications. His death 
occurred at Hildersham Hall on the night of Sunday, January 3rd, 
within a few days of his fifty-ninth anniversary. 

Knowsley Thornton was twice married, first to the eldest daughter 
of Captain Paterson, of Castle Huntley, Scotland, by whom he had a 
son, who went to South Africa, and two daughters; and secondly to 
the Hon. Mary Agnes Clive, sister to the present Lord Windsor who, 
with one daughter, survives him. 

Knowsley Thornton was a little above the average height and of 
powerful physique, his force of character was self-evident to all who 
know his professional career. His name will rank very high in the 


history of gynecology for reasons which we have endeavoured to 
make clear. 


The portrait, which is appended to this notice, was taken by 
Barraud, of Oxford Street, in 1889, and is, we believe, the best extant 
likeness of the deceased surgeon. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, January 6th, 1904, Epwarp Mains, M.D., President, 
in the Chair. 


Dr. Hersert SPENCER read a paper on FisproMyoMa oF THE INTRA- 
ABDOMINAL Portion oF THE Rounp LigaMENT OF THE UTERUS.* 

Mr. AtBan Doran was not surprised to find that more than half the 
cases were associated with fibroids in the uterus. In one instance where 
he had operated he enucleated a fibromyomatous growth of the size of a 
pigeon’s egg from the uterine end of one round ligament and removed the 
fibroid uterus. It was significant that, as in the case of fibroid of 
the broad ligament, the same kind of tumour was found both in the intra- 
and extra-peritoneal portion of the round ligament with relative frequency 
in young subjects, one patient being only four years old. Fibroid disease 
was also relatively common in the band representing arrested development 
of a uterine cornu, and in that case the corresponding round ligament was 
usually very large. Josephson and Falk believed that the rapid develop- 
ment of that ligament in fcetal life was the cause of malformation of the 
uterus. Hence fibroid of the round ligament might in one sense represent 
a teratological condition. Quite recently Mr. Doran had removed a uterus 
bicornis for a large fibroid developed in the septum—another half-terato- 
logical condition, not very rare. Mr. Doran dwelt on the surgical aspect 
of operations involving division of the round ligament. He thought that 
Dr. Spencer was right in recommending the union of the divided ends 
by suture when practicable. The outer stump should not be allowed to 
recede towards the internal abdominal ring. 

Mr. Sampson Hanpuey said he would like to hear Dr. Spencer’s views 
on the pathology of these fibromyomata of the round ligament. Mr. Doran 
had brought forward reasons for thinking that they might originate from 
persistent embryonic structures. He would suggest that possibly fibro- 
myoma of the broad and of the round ligaments were genetically identical, 
and that both varieties of growth might originate from accessory Fallopian 
tubes. Koumann had shown how frequently these accessory tubes were 
present, and it was now known that certain broad ligament cysts arose 
from them. He had himself proved the presence of plice in such cysts. 
Since fibromyoma was known occasionally to arise from the muscle of the 
normal Fallopian tube, it seemed probable that accessory tubes might give 
rise, not only to broad ligament cysts, but to fibromyoma of the broad and 
round ligaments. 

Dr. Hersert Spencer, in reply, said he had been particularly 
interested in the remarks of Mr. Alban Doran, who had done so much 
valuable work on fibroids of the uterus and broad ligaments. He thought 
there was much to be said for the teratological origin of these tumours, 
especially as they sometimes contained adenomatous tissue, as in Cullen 
and Bluhm’s cases. The enlargement of the round ligament in unicornuate 
uteri, mentioned by Mr. Alban Doran, he had not previously been aware of. 


* Vide p. 119. 
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With regard to Dr. Handley’s suggestion, it had not been proved to his 
(Dr. Spencer’s) satisfaction that accessory Fallopian tubes existed, and, 
when it had been proved, he could see no reason why they should be 
brought in to explain a simple fibromyoma occurring in a fibromyomatous 
structure like the round ligament. 


Dr. Victor Bonngy read a short communication on a case of 
PYOMETRA IN ONE-HALF OF A Sus-Septate Uterus. Apart from the rarity 
of such a condition, the case presented a remarkable resemblance to a 
pregnancy occurring in a uterus, the seat of extensive perimetric adhesions. 
The patient had a history of recurring attacks of acute peritonitis 
extending over a period of many months. She had had a child seven 
months previous to the onset of the symptoms. There had been amenorrhea 
for the two months immediately preceding the operation, and the uterus 
was enlarged to a corresponding size, and appeared to be embedded in an 
inflammatory mass. There was copious secretion in the breasts. 
Opportunity for impregnation had occurred at about the requisite period, 
and had been shortly succeeded by a recrudescence of the inflammatory 
symptoms. On opening the abdomen the uterus was found to be the seat 
of universal adhesions and to be enlarged in accordance with the pre- 
operative diagnosis. The upper part of the uterus was cleared of 
adhesions with difficulty, and the tubes were inspected and found to be 
unthickened and normal, though adherent. Dr. Bonney, believing that the 
patient was pregnant with a universally adherent uterus, determined to 
incise the fundus and remove the gestation sac. Her condition, which 
was grave, was held to be the result of the increasing enlargement of the 
pregnant uterus dragging upon the extensive adhesions to the intestines. 
On incising the uterus a quantity of pus escaped from a cavity which 
on further exploration was held to be the left half of a sub-septate uterus, 
the median septum having become adherent to the left uterine wall about 
the level of the internal os. The uterine sac was stitched to the abdominal 
wound and drained, and the patient made a good recovery. 

Dr. ARNoLD W. W. Lea related a case of ABscEss IN THE WALL OF THE 
Uterus, in a patient who suffered from gonorrhea at the time of delivery, 
which developed during the puerperium and ruptured into the peritoneal 
cavity. The patient had suffered, during the second week after delivery, 
from severe recurrent pain in the hypogastrium, but was able to walk 
about. Six weeks after delivery she was suddenly seized with intense 
abdominal pain, followed by symptoms of acute peritonitis. Abdominal 
section was performed, and an abscess in the posterior wall of the fundus 
uteri was found to have ruptured into the peritoneal cavity. The abdomen 
was irrigated, and abdomino-vaginal drainage established by a large 
drainage tube. The abscess cavity and the floor of the pelvis were packed 
with iodoform gauze. The patient, though very ill for a few days, made a 
perfect recovery. 

Dr. Amann Rovutu alluded to the great rarity of pregnancy during 
uterine fixation, and related a case of pregnancy occurring in a uterus 
entirely fixed by parametric exudation, resembling therefore in its essential 
aspects the case of Dr. Victor Bonney, as first diagnosed by him. In this 
case, hemorrhage occurred at about the 12th week, and the temperature 
rose to 102°. It was impossible to draw down the cervix, but after rapid 
dilatation he was nevertheless able to empty the uterus by means of his 
finger and a ring-forceps. He thought, therefore, that if Dr. Bonney’s 
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diagnosis had been correct he would have been able to deal with it 
per vaginam, though, as the case turned out, he had clearly adopted the 
best method. It was, however, not certainly a case of abscess in the half of 
a septate uterus, and might well be an abscess in the wall of the uterus, 
similar to Dr. Arnold Lea’s. 

Dr. Bett showed a specimen of a Cyst in connection with a Right 
Fallopian Tube, and Dr. Hanpiey added some interesting comments. 

Mr. Mautcotm showed a Sloughing Fibroid, which was removed two 
months after child-birth. In the discussion which followed Dr. Herserr 
Spencer, Dr. AManp RovutH and Mr. Atpan Doran took part. 

Mr. Tarcert brought forward a specimen, showing Tuberculosis of the 
Internal Genital Organs with Uterine Fibroids. The case was discussed by 
Dr. ArNoLD Lea and Dr. Hersert SPENCER. 

Mr. Merepitu showed a specimen of a Cervical Fibroid, and Mr. ALBAN 
Doran and Dr. Hersert Spencer discussed the case. 


BRITISH GYNAZCOLOGICAL SOCIETY. 


Annual Meeting, held January 14th, 1904, Dr. Heywoop Smitu, President, 
in the Chair. 


After the reading and adoption of the reports of the retiring Hon. 
Treasurer, Dr. W. Travers, and of the Editor of the Journal of the Society, 
Dr. J. J. Macan, and some formal business, the following officers of the 
Society were elected for the year 1904 (the names of those who were not in 
the same office last year are marked with an asterisk):—As President, 
Professor John W. Taylor; as Vice-Presidents, Mr. Stanmore Bishop, 
Professor Murdoch Cameron, *Mr. Bowreman Jessett, *Sir A. V. Macan, 
Dr. H. Macnaughton-Jones, Dr. J. A. Mansell Moullin, Mr. Christoper 
Martin, Dr. F. F. Schacht, Professor Alfred Smith, *Dr. Heywood Smith, 
*Mr. W. D. Spanton, and *Dr. W. Travers; *Dr. W. D. Slimon was elected 
Treasurer ; and the following members of the Council: Mr. G. R. Carter, 
Dr. Eber Chambers, Dr. R. J. Colenso, Sir J. Halliday Croom, Dr. T. M. 
Dolan, *Dr. W. Duncan, Dr. F. Edge, *Dr. George Elder, *Dr. T. J. 
English, Dr. Bedford Fenwick, *Dr. J. Haig Ferguson, Dr. Clement Godson, 
Dr. Arthur Helme, Dr. James Jardine, Dr. Henry Jellett, *Dr. J. 
Macpherson Lawrie, *Dr. R. P. Rankin Lyle, *Dr. S. Lloyd, *Dr. J. 
Padman, Mr. Mayo Robson, Mr. Charles Ryall, Dr. R. T. Smith, Dr. 
Herbert Snow, and *Mr. H. F. Vaughan-Jackson; Dr. J. J. Macan, Editor 
of the British Gynecological Journal, Dr. J. Hutchinson Swanton: and Dr. 
S. Jervois Aarons, Secretaries; and Dr. F. A. Purcell and Dr. C. H. 
Bennett, Auditors. 

The Presipent showed Frommer’s Modification of Bossi’s Instrument 
for Dilating the Cervix, and demonstrated the ease with which each of the 
eight blades could be removed, the facility of its introduction and the 
diminished risk of laceration. 

Dr. MenpzEs vE L&ton, of Amsterdam, gave an address On a Source OF 
INFECTION DURING OPERATIONS HITHERTO NOT SUFFICIENTLY RECOGNISED, 
in which, from a series of extended experiments, he concluded that during 
an ordinary operation the surgeon would probably speak 300 words; that 
the repetition of the same 300 words against prepared agar plates placed 
in a sterilised box of suitable construction resulted in colonies of staphy- 
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lococci, streptococci and other micro-organisms owing to the projection 
upon the plates of about a quarter of a million germs in minute particles 
of saliva; that inoculations of saliva produced in animals a specific 
peritonitis from which the above micro-organisms could be cultivated ; and 
that though the power of resistance of the peritoneum was great and the 
contact of such germs, which were not necessarily always virulent, did not 
invariably cause infection, the words of necessity uttered by an operator 
were likely to convey such germs to the field of operation, and that masks 
of one or two folds of gauze would not preclude such infection. He 
therefore recommended the use of a respirator containing, between two 
plates of perforated metal, a layer of cotton wool which he had found 
prevented the infection of the agar plates in the sterilised box, and which 
he had been able to wear without discomfort in operations lasting from 
one hour to an hour and a half. 

The paper was discussed by the Presipent, Dr. Macnavcuton-Jonzs, 
Dr. Hersert Snow, Dr. MacpHerson Lawriz, Dr. BEprorp Fenwick, and 
Dr. W. J. Smyzy, most of whom agreed that if the mouth required 
guarding the nostrils should also be protected. 

Dr. Menpes pg Léon, replying, insisted that save in case of disease of 
the respiratory tract, the danger was from the saliva rather than from 
the breath, and that satisfactory as the results of operation, especially in 
gynecology, now were, nought but good could result from the recognition 
of the danger he had described. He was thanked for his communication. 

The PresipEnt then read his VaLepictory ADDRESS, reviewing the work 
of the Society during his year of office. 

On the motion of Prof. Joun W. Taytor, a cordial vote of thanks was 
carried by acclamation to the President for his address and for his conduct 
of the Society’s business during the past year. 


NORTH OF ENGLAND OBSTETRICAL AND GYNECOLOGICAL 
SOCIETY. 


Meeting held at Manchester, Friday, December 18th, 1903, 
Dr. J. E. GemMewt, President, in the Chair: 


Carp SPECIMENS. 


Mr. Stanmore Bisuop, specimens of hydro- and pyosalpinx; a fibroid 
uterus; proliferating papillomatous cysts of the ovary. 

Dr. W. E. Fornuerciuy, ectopic gestation; pyonephrosis following 
movable kidney. 

Dr. J. H. Wiuvett, tubal mole in process of extrusion. 

Dr. Luoyp Roserts, ovarian cyst with twisting of the pedicle. 

Dr. W. Water, fibro-myomata of uterus. 

Professor W. J. Stncuam (Manchester) showed glass drainage tubes 
used in vaginal hysterectomy. He had devised these because he was not 
satisfied with ordinary rubber ones, which were apt to become choked by 
fibrous clot. The glass tube resembled a short narrow test tube with a 
very wide flange, and it was perforated by several rows of holes. It could 
be washed out with normal saline solution and kept clear of clot. 

Dr. Arnotp Lea (Manchester) said he had had personal experience of 
the tubes, and they had all the advantages claimed for them. 
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CasEs. 


Dr. J. B. Heuurer (Leeds) related a case of Sspratz UTERUS AnD 
Vacina ; Lasour OssTRUCTED BY THE VAGINAL SeptuM. She had had only 
one child, and when the medical attendant arrived to conduct the labour 
he found both feet contained in a sort of pouch on the left side of the 
vagina. This pouch appeared to be closed below, and the feet were 
ultimately extracted from it and delivery completed, the perineum, 
however, being lacerated. The latter was sutured, but did not heal, so the 
patient was sent to Dr. Hellier, who thus obtained the opportunity of 
examining the conditions under anesthesia. He found a broad fundus 
uteri with a depression in its centre ; a single os externum within which was 
a well-marked septum dividing the cavity of the uterus into two halves of 
equal length; a well-formed vaginal septum of fleshy consistence, which 
was deficient above in front of the os. The two halves of the vagina were 
open above and below. The septum was excised. 

Dr. Luoyp Roserts commented on the case. 

Dr. Buair Bett (Liverpool) read notes of AN Unusuat Casz or Ectopic 
Gestation. The patient was a single young woman with a long history 
of “indigestion” and “bilious attacks.” For several days she had had 
repeated attacks of severe abdominal pain, but persisted in going about as 
usual and in declining to see a doctor as she attributed this pain to 
“indigestion.” Ultimately Dr. Bell saw her, and found that menstruation 
had always been profuse and that a supposed period which had continued 
for ten days (unusual for her) was just “going off.” Rectal examination 
was negative, but there were rigidity and tenderness over the right iliac 
fossa. The pulse was slow and the temperature low. It was considered 
that there was probably appendicular trouble with impending gangrene or 
perforation, so laparotomy was performed. Much blood was found in the 
abdominal cavity and the cause of the illness revealed. The right pregnant 
tube was removed leaving the ovary intact. The entire length of the 
vermiform appendix was adherent to the back of the cecum; so it was 
freed and removed also. Dr. Bell remarked that had the appendix been 
normal he would have removed it in any case to prevent any chance of 
disclosures in the future. The patient recovered perfectly, and had since 
been free from “ bilious attacks.” 

Dr. J. H. Wituerr (Liverpool) read a pathological report on the 
specimen removed by Dr. Blair Bell, and showed lantern slides of sections 
made from it. The remarkable point about it was the extreme and 
universal thinning the tube had undergone. 

The PresipEnT inquired if there was any acknowledged menstrual 
irregularity. 

Dr. Arnotp Lxa asked whether there had been any indications of 
attacks of appendicitis in the past. Could the condition be attributed to 
adhesions round the appendix? 

Dr. Heuer questioned the advisability of removing a healthy 
appendix. 

Professor Srncuair favoured the view that an attack of appendicitis 
might predispose to tubal disease, and related a case in support of his 
statement. 

Dr. Garner (Preston) and Dr. Finaianp (Liverpool) having spoken, 

Dr. Brut replied. He said there was no evidence of the spread of 
inflammation from appendix to tube in this case. The two conditions 
were quite distinctly independent of one another. 
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Dr. W. K. Watts (Manchester) detailed a case of SevErE METRORRHAGIA 
In A Girt or 14.* Ergot proved valueless, so the uterus was curetted, the 
cervix being so patulous that it was scarcely necessary to use dilators. A 
very large number of long thick strips was removed. The condition was 
cured after this had been carried out. 

Dr. Luoyp Roserts said that in such cases ergot was of little use, iron 
and purgatives being more beneficial. Local applications of iodine used 
to cure before curetting became fashionable, but the latter had been the 
best treatment in this case. 

Professor W. J. Srncuair said that the pathology in such case was mere 
guesswork, although it might perhaps have been possible to ascertain some 
ovarian change. Was the uterus smaller in size a few periods after the 
curetting, or larger? He suggested the possibility of some sexual element, 
and mentioned a case in which bleeding had ceased after marriage. 

Dr. W. Water considered that the cause of the trouble had been in the 
uterus, as the curetting had cured the bleeding. 

Dr. W. E. Fotuerciuy suggested some developmental error as a possible 
cause. He instanced the irregular profuse menstruation met with just 
after puberty, and said that Dr. Walls’ case might be an exaggeration of 
an ordinary type of case. At puberty there occurred an increase in blood- 
vessels and muscular fibres. If the latter were defective or late in 
appearing hemorrhage would occur, and ergot would not control it because 
there were no muscular fibres for it to act upon. The same cause was in 
action at the menopause. 

Dr. J. J. O'Hacan (Garston) said that possibly a small fibroid which 
had escaped detection might have accounted for the bleeding. He had 
known this to be the case in an older girl. 

The Presrpent and Dr. Heuuier having spoken, 

Dr. Watts said, in reply, that hemophilia and a small fibroid had been 
excluded, and the sexual element had not been inquired into. The 
curettings were about }-inch in thickness, but the microscopical examina- 
tion did not reveal any increase in the blood-vessels. At the same time, 
he thought that Dr. Fothergill’s explanation of why ergot failed in these 
cases would stand criticism. 


* Journ. Obstet. and Gynecol. Brit. Emp., January, 1904, p. 38. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting, Wednesday, January 13th, 1904, Dr. Brewis, President, in the 
Chair. 


Dr. Munro Kerr read a paper on VacinaL CasarEan Section. He 
gave a brief history of the operation which was introduced by Dihrssen in 
1895, and then considered the indications for the operation. He discussed 
its advantages and disadvantages over forcible dilatation with metal 
dilators such as Bossi’s, and finally described two cases in which he had 
successfully performed the operation. 

Dr. J. W. BaLLANtyNs read a paper on Tue Uss or Bosst’s Dinator In 
Seven Cases or Compiicatep Lasour.* 


* Vide p. 136. 
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GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting, Wednesday, December 16th, 1903, Dr. J. NicEL Stark, 
President, in the Chair. 


Dr. Carstarrs Dovcias showed two pairs of kidneys from patients 
who had died of eclampsia. In one case the kidneys were small and 
cirrhotic, weighing two ounces. In the other case the kidneys weighed 
four ounces. 

Dr. Jarping showed :— 

1. A modification of Braun’s hook with a cutting edge on the concave 
side. 

2. A ruptured uterus from a case in which decapitation had been done. 
There was a tear extending up the left side of the uterus and another 
across the lower uterine segment. 

Dr. J. K. Ketiy showed :— 

1. A large soft myoma. 

2. A dermoid cyst of the left ovary. 

3. A myomatous uterus with an ovarian cyst on the right side. 

Dr. Batrour MarsHauu showed a uterus with carcinoma of the body. 

Dr. A. MacLennan showed sections from a case of endometritis 
glandularis hypertrophica. 

Dr. Russe. showed for Dr. Epcar a dermoid cyst of the ovary removed 
from a patient six months pregnant. 

Dr. TayLor showed a seven months female foetus in which the left half 
of the diaphragm was absent. Hernia of the greater part of the abdominal 
contents had taken place into the left side of the thorax. The heart was 
pushed to the right. 

Dr. G. Scorr MacGrecor read a paper on THE MANAGEMENT OF 
ANTERIOR AND PosTERIOR DISPLACEMENTS OF THE UTERUS. 

The paper was discussed by Drs. Ketty, MacLennan, MarsHaLi, and 

Dr. A. MacLennan read notes of A Casg or Sarcoma oF THE UTERUS. 
Hysterectomy was performed. The uterus was much enlarged. When 
split open it was found to contain a tumour involving the whole posterior 
wall and almost perforating into Douglas’s pouch. Dr. MacLennan attri- 
buted the enlargement of the uterus to the effect of the poison secreted by 
the tumour on the myometrium. 

Dr. J. Linpsay showed a double monster (thoracophagus) and read a 
clinical note by Dr. Edgar. All the serous cavities in the two foetuses 
were double except the pericardium, which was single and contained two 
hearts. The organs were normal except that the liver was composite. 
Dr. Lindsay gave a description of the circulatory arrangement. 
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REVIEWS OF RECENT BOOKS. 


A Txxt-Boox or OsstrTrics. By J. Clarence Webster, M.D. (Edin.), 
F.R.C.P.E., F.R.C.S.E., Professor of Obstetrics and Gynecology, 


Rush Medical College, Chicago. Philadelphia: W. B. Saunders and 
Co., 1903. 


This text-book is the latest addition to the large number exported to 
this country by our professional brethren in the United States, but 
we have no hesitation in giving it a hearty welcome. It is not so ambitious 
as the recent work of Whitridge Williams, nor does it attempt to be so 
exhaustive as the text-book edited by Norris and Dickinson, yet it will 
probably appeal to a wider circle than either of these works. It is not 
too large nor too detailed for the average student and practitioner, and 
it escapes the repetition and diffuseness of the collaborated text-book ; it is 
scientific without being overloaded with embryological and pathological 
matter, and contains the most important advances of recent years in the 
obstetrical world. 

Rather more than one hundred pages are devoted to Anatomy, 
Physiology and Embryology, and of these the major share is given to 
placentation. The account of the early relations between the ovum and 
decidua is largely based on Hubert Peters’ valuable monograph, and is 
extensively illustrated from it, whilst the anatomical changes in the later 
months of pregnancy are carefully worked out from a study of frozen 
sections, much of this being the result of original investigations on the 
part of the author. Indeed the extensive use of the evidence afforded by 
frozen sections forms quite a characteristic feature of the earlier chapters 
of the book. The changes during the progress of labour and in the 
mechanisms are described and illustrated by “reconstructing” these 
sections, and in this way a more rational and convincing account of the 
various movements is obtained than we have hitherto met with in a 
student’s text-book. The involution changes during the lying-in period 
are also very successfully treated in the same way. 

Taken as a whole, the scientific part of the book is much less open to 
criticism than the practical. There is a want of definite and dogmatic 
teaching in some of the chapters on practice, which may prevent the 
student from obtaining sufficiently distinct ideas of the lines on which he 
ought to proceed. Under eclampsia, for instance, though we are given 
an excellent précis of the modern views as to its nature and causation, no 
proper conception of the method to be adopted in its treatment is obtained 
from the author’s somewhat academic discussion of the many different 
means which have been proposed for this end. Drugs—like morphine, 
chloral and veratrum viride, oxygen inhalations, venesection and saline 
infusions are duly mentioned, and there is an inconclusive discussion of 
the merits of immediate delivery, but Prof. Webster has retained too 
open a mind and has not laid down sufficiently definite directions to guide 
the student. The same thing holds good for the treatment of placenta 
previa. The vaginal tampon, hydrostatic bags, bipolar version and other 
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means of treatment are discussed without prejudice or partiality, and the 
learner is left to his own judgment to select one of them. With 
the writer’s general statements on antisepsis and asepsis in midwifery 
everyone will agree, but as regards his ideas of how the technique is to be 
carried out in actual practice many will join issue with him. “ Obstetric 
practice will never achieve what surgery has done until every parturient 
woman is treated as the modern scientific surgeon deals with his operative 
cases,” the author says, and then proceeds to advocate the shaving and 
preparation of the external genitals, the covering of the patient’s limbs and 
abdomen with sterilised cloths, and the use of sterilised overalls and rubber 
gloves by the attendants. This may be an ideal state of affairs to write 
about in a text-book, but in how many cases in private houses could such 
measures be carried out? How many practitioners will find it possible to 
follow his directions for sterilising wool, towels, sheets, etc., by heating 
them “ for three hours on three successive days in the oven of a cooking 
range at a temperature of 300°F. or more, a thermometer being used to 
secure a proper elevation?” We acknowledge that the antiseptic system 
has not yet achieved all that is possible for private midwifery practice, 
but we believe that improvement will come, not by a complicated system 
founded on that of a hospital operating theatre, but by simpler 
means, and for it we must depend on the careful drilling of the student 
during his hospital training, so that the care as to absolute cleanliness 
of hands and instruments comes almost automatically to him. 

The later chapters on obstetric operations are clear and concise, and 
call for little criticism. We regret that the left lateral position is so 
entirely dismissed from consideration in the instructions for the 
application of forceps, and that everything is described and illustrated for 
the dorsal position. Of the advantages of the lithotomy position in a 
hospital, or with plenty of assistance there is no question. But the 
difficulties in the case of a patient relaxed by anesthesia and in the 
absence of skilled help, are too great for its adoption in the everyday work 
of the busy practitioner. A text-book uniformly excellent in all its aspects, 
and one that will appeal equally to all, is more than can be expected in 
these days of many men and many ideas, and we can, therefore, in spite of 
the criticisms we have made, commend Prof. Webster’s work to the notice 
of those teaching obstetrics. They will find that it is well and clearly 
written, that it gives a good review of the subject in a very reasonable 
compass, and that it presents many things in a new and suggestive light. 


Manuva or Mipwirery, ror THE Use or Srupents AND PRACTITIONERS. 
By W. E. Fothergill, M.A., B.Sc., M.D., Lecturer in Obstetrics to the 
Owens College; Assistant Physician to the Northern Hospital for 
Women and Children; and Director Clinical Laboratory, Royal 
Infirmary, Manchester. Third edition; pp. 506; 87 illustrations, 
one coloured. Size, crown 8vo. Edinburgh: Clay, 1903. Price 9s. 


In the third edition of this work the chapter on the development of the 
ovum and the formation of the placenta has been re-written, and the work 
of Graf Spee, Peters, etc. has been embodied in it. The chapter on the 
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pathology of pregnancy is good, but too much compressed. It is of course 
necessary in so small a work to make rather dogmatic statements, but such 
assertions as that 50 per cent. of women with chorea of pregnancy abort 
and that 27°3 per cent. die would be more credible if backed up by some 
evidence. The space given up to chorea of pregnancy is no larger than 
that devoted to description of obstetric seats. We quite agree with 
Dr. Fothergill in his teaching as regards the use of chloroform in labour. 
The mechanism of delivery is described very clearly. In speaking of 
induction of premature labour the author says: “In general the most 
favourable time is 230 days from the end of the last menstruation,” but 
does not explain how the practitioner is to determine the time at which 
it is well to terminate the pregnancy in any given case of contracted pelvis. 
Subcutaneous symphysiostomy is not mentioned. The illustrations have 
been carefully chosen, and many of the new ones are far better than the old 
stereotyped illustrations with which one is so familiar in text-books on 
midwifery. 


Text-Boox or Mipwirery ror Nurses. By Robert Jardine, M.D., etc., 
Physician to the Glasgow Maternity Hospital; Professor of 
Midwifery in St. Mungo’s College, Glasgow. Second edition. 
William F. Clay. Price 6s. 


This work is written for the use of nurses, and embodies in an extended 
form the lectures given by Dr. Jardine at the Glasgow Maternity Hospital. 
In this edition the book has been thoroughly revised. Some new 
illustrations are inserted, and chapters upon the accidents to the child 
during delivery, the more common abnormalities of the child, and the 
disease of the newly-born have been added. 

The author believes that nurses should be taught midwifery as 
thoroughly as possible, and considers that a full knowledge of the 
difficulties that may be met with renders them less likely to delay sending 
for assistance when required. The complications of labour are therefore 
considered somewhat fully, and on the whole great care has been taken to 
definitely point out the conditions requiring medical aid. Thus the 
nurse is advised to send for a doctor in all breech cases. On the other 
hand, the author appears to advise that a nurse may undertake the 
treatment of abortion, and advises removal of the ovum from the uterus by 
introduction of the fingers. Little stress appears to be laid on the 
use of abdominal palpation as a method of estimating progress of labour 
in normal cases, and thus avoiding the necessity of frequent vaginal 
examinations. The value of asepsis and antisepsis is strongly insisted 
upon throughout. 

This book may be cordially recommended for the use of nurses prepar- 
ing for an examination in midwifery. 
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A SHort Practice or Mipwirery. By Henry Jellett, M.D., F.R.C.P.I1., 
Ex-Assistant Master, Rotunda Hospital, Dublin. Fourth edition. 
London: J. and A. Churchill. Price 8s. 6d. 


This work was published in 1897, and already a fourth edition has 
been called for, thus indicating that it has been appreciated by a large 
circle of readers. The Rotunda Hospital is deservedly held in much esteem 
as a school for the teaching of midwifery, and Dr. Jellett’s book may be 
considered as representative of the Dublin methods. It is written clearly 
throughout, and the views expressed, though necessarily somewhat 
dogmatically stated, will on the whole meet with general approval. 
The present edition is slightly enlarged, extending to 530 pages, and has 
been thoroughly revised, and brought up to date. Some new illustrations 
have further enhanced its value. The methods of rapid instrumental 
dilatation of the cervix are described, and Frommer’s modification of 
Bossi’s dilator recommended, although Dr. Jellett expresses a guarded 
opinion as to its ultimate sphere of usefulness, especially in the treatment 
of eclampsia. The rate of involution of the uterus after delivery is 
somewhat lightly passed over in view of its importance as an index of 
progress towards recovery. 

The statistics of the Rotunda Hospital for the past 13 years are 
included in the appendix, giving details of 18,401 cases of labour, with a 
maternal mortality of 1 in 184 per cent. This book is one of the best of 
the smaller manuals of midwifery, and may be heartily recommended to 
students. 


Fot1a Hamato.ocica: An INTERNATIONAL Review FoR THE LITERATURE OF 
THE BLoop ann Serum, No. 1. Berlin: August Hirschwald, 8vo., 
70 pp., January, 1904. Ed. Artur Pappenheim, of Hamburg. 
Monthly ; 26 marks per annum. London publisher: A. Owen and 
Co. 


It is not surprising that a “ Centralblatt ” devoted to the blood should 
have appeared. As the editor has set forth in his introduction, 
hematology, owing to the deep significance of the blood for all the vital 
processes of the organism, is entitled to be considered a distinct, special 
and most important branch of medicine, a knowledge of which is to-day 
indispensable to every scientific physician. But at the same time it cannot 
be treated merely as an appendix to a clinical training. Its latest 
developments, viz., the therapeutic applications of extracts of various 
organs and the newly-discovered properties of the blood serum in their 
bearings on diagnosis and the problems of natural and produced immunity 
touch the deepest theoretical questions of biology, physiology, and 
pathology. The whole scientific world is acutely interested in these 
developments. New methods of research and a new terminology have been 
created, and these not only microscopical and chemical, but also 
bacteriological and physical (spectroscopic and kryoscopic). 
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Corresponding to these wide relationships of hematology we find the 
literature of the subject a vast one; and it is all the more unwieldy and 
inaccessible because it is scattered. Biology, embryology, medicine, 
surgery, gynecology, psychiatry, etc., in the general periodicals and in 
special journals and monographs of all nations, contribute their quota of 
pertinent matter. A review which will sift this mass of literature should 
be of the greatest value. 

The actual scope of the periodical can best be realised by reference to 
the list of departments under which the reviews are to be classified, viz: 
(1) Histological technique of the blood. (2) Normal and pathological 
morphology and origin of the red and white corpuscles. (3) Cytology of 
inflammation. (4) Normal and pathological histology and function of the 
hemopoietic organs. (5) pathology and treatment of leukemia and allied 
diseases. (6) pathology and treatment of the ansemias and allied 
conditions. (7) Pathology and treatment of hemophilia. (8) Clinical 
hematology. State of the cellular elements and fluids of the blood under 
various conditions of age, environment, disease and poisonings. Leuco- 
cytosis. Apparatus for clinical investigation of the blood. (9) Animal 
parasites of the blood. (10) Bacteriology of the blood. (11) Physiological 
and pathological chemistry and physics of the blood and blood pigments. 
(12) Recognition of the blood for clinical and medico-legal purposes. (13) 
General serology and theories of immunity. Phagocytosis. (14) Various 
matters not elsewhere classified, e.g., puerperal eclampsia, function of 
corpus luteum, osteomalacia, etc. In addition there is a good table of 
contents. 

Under these headings the first number contains notices (some of 
considerable length) of 171 papers representing the new literature of the 
blood between June and October, 1903. The journal also contains the 
first part of a critical review from the pens of Drs. Préscher and Pappen- 
heim of the present state of facts and theories relating to immunity, and 
an obituary notice of one of the promoters of the journal, Prof. Rollett, 
of Graz. 

Whether the stream of this literature will continue to flow as freely 
as in the present phase of great activity in blood research may be 
doubted ; in the meantime there is ample room for such a review as Folia 
Hematologica. 

The lists of the collaborators and the regular reviewing staff show that 
the journal well deserves its title of “ International.” The backbone of the 
venture is German, but in addition practically all nations that have a 
scientific literature are worthily represented. This international character 
is well maintained in the pages devoted to review. 

We have much pleasure in wishing a successful career to Folia 
Hematoligica. 
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“Transactions of the Royal Academy of Medicine in Ireland,” 1903. 
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“Folia Hematologica,” Vol. i., No. 1. Hirschwald, Berlin. 


“ The British Journal of Children’s Diseases,” Vol. i, No. 1. Adlard and 
Son, London. 
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“On Movable and Dropped Kidney: Its Relation to the Nervous System.” 
Suckuine. H. K. Lewis, London. 
“The Thyroid Gland and Puerperal Convulsions.” SinnaTamsy. 
(Reprinted from “ Indian Medical Gazette.” ) 





CASE OF CHSAREAN SECTION PERFORMED THREE TIMES UPON 
THE SAME WOMAN. 


To the Editor of “The Journal of Obstetrics and Gynecology of the 
British Empire.” 
S1r,— 

In the current number (January, 1904, p. 13) of this Journat Dr. 
W. J. Sinclair, in publishing a case under the above heading, says: 
“This case is, as far as I can learn, so far unique in the history of British 
obstetrics. . . . In the admirably clear and complete account of Cesarean 
section under modern conditions given by Dr. Arthur J. Wallace in this 
JouRNAL (See Journal of Obstetrics and Gynecology of the British Empire, 
Vol. ii., p. 555) no British case in which the operation has been done three 
times successfully is mentioned.” 

This statement is not in accordance with the facts. I published in this 
JouRNAL in February, 1902 (Vol. i., p. 138) a case in which I performed 
Cesarean section successfully for the third time on the same patient under 
local aneesthesia, and Dr. Wallace mentions my three cases twice (at 
pp. 562, 591) in the paper quoted by Dr. Sinclair, and gives a reference 
to my publication. In the interests of historical accuracy I shall be glad 
if you will publish this correction.—Yours faithfully, 

Herpert R. SPENCER. 


CASE OF CHISAREAN SECTION PERFORMED THREE TIMES UPON 
THE SAME WOMAN. 


To the Editor of “The Journal of Obstetrics and Gynecology of the 
British Empire.” 
Dear Sir, 

On receipt of a reprint of Dr. W. J. Sinclair's paper on the performance of 
Cesarean section for the third time on the same woman, published in the 
January number of the Journat, I am much distressed to find that I have 
been the means of leading Dr. Sinclair into error. I have written privately to 
him expressing my deep regret for my omission to mention Dr. H. R. Spencer’s 
case, and I hasten to give public expression to it also. It is needless to add 
that this omission was purely accidental, as the case in question is mentioned 
in my paper on “Repeated Cesarean Section,” published in the Journal of 
Obstetrics and Gynecology of the British Empire, December, 1902. 

Yours faithfully—Arraur J. WALLACE. 





